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UNDER WHAT CIRCUMSTANCES IS IT ADVIS- 
ABLE TO REMOVE THE VERMIFORM AP- 
PENDIX WHEN THE ABDOMEN IS 
OPENED FOR OTHER REASONS? 
HOWARD A. KELLY, M.D. 

BALTIMORE. 


The importance of the vermiform appendix as a pos- 
sible cause of complication in gynecologic pelvic surgery 
was suddenly and sharply brought to my attention some 
time since by the case of a patient who came under my 
care in December, 1894, suffering from general pelvic 
discomfort and painful menstruation. I made a median 
abdominal incision and found the uterus retroflexed, the 
ovaries adherent and the vaginal outlet relaxed. The 
uterus was suspended, the varicose ovarian veins ligated 
and the vaginal outlet repaired. The patient was little 
if at all improved by my treatment, to our mutual dis- 
appointment. After leaving my care she went to live 
in Pennsylvania, and some months later I had a letter 
from her, informing me that she had had an attack of 
appendicitis, for which she had been operated on by 
my old friend Dr. John Deaver. The result of the 
operation was a complete relief of all her previous symp- 
toms, making it evident that the appendix had been the 
real cause of her pain and discomfort. I received this 
information with a sincere pleasure, not unmixed with 
some sense of mortification, but like other hard knocks 
this one taught me a valuable lesson. 

Since the receipt of her reproachful letter I have never 
opened the abdomen without examining the appendix, 
whenever it was possible to do so without enlarging the 
incision or running the risk of conveying infection to 
clean structures. I have also ever since made a point of 
noting the condition of the appendix when examined, 
especially as regards its length and its freedom or ad- 
herence, including these data among others which the 
anesthetizer is expected to fill out on a printed slip. My 
statistics show that in a series of 115 cases in which 
the condition of the appendix was noted at the opera- 
tion, it was found adherent to the right tube or ovary 
in 10 cases, in 37 cases it was involved in adhesions, it 
was congested in 3 cases and obliterated at the cecal end 
in one case. Only 64 appendices were perfectly normal. 
In a series of 200 abdominal sections I have had occasion 
to remove the appendix 25 times.* 

My interest in this subject has recently received a 
fresh stimulus from the fact that I am now preparing 
to publish a book on the appendix, and I have been under 
the necessity of closely considering the conditions re- 


1. “The Exploration of the Abdomen as an Adjunct to Every 
Cellotomy,” Med. News, Dec. 16, 1899. . 


quiring its removal in my chapter on operative treat- 
ment. I find myself, under t circumstances, fre- 
uently brought face to face with the following question : 

s it advisable to remove the apparently normal appendix 
whenever the abdomen is opened for other reasons; or, 
in other words, whenever there is an incision anywhere 
in the right lower quadrant of the abdomen ? 

In discussing this question with various friends I have 
found that considerable diversity of opinion existed 
among them in regard to it, and while some were de- 
cided in their belief that the radical plan of removal 
should always be adopted, others were equally emphatic 
in decrying such a procedure as meddlesome surgery. 
My experience in the matter led me to think that if the 
views of a number of prominent professional men on the 
subject were known it might lead to a general con- 
sensus of opinion in regard to it. I wrote, therefore, to 
80 well-known surgeons in different parts of the United 
States, asking for their opinions and requesting per- 
mission to publish their replies. To these 80 inquiries I 
have received 74 answers. The method of interrogation 
employed was that of sending to each individual a re- 
turn postal card containing two categorical questions in 
the following form: 

Will you kindly write yes or no, after the two following 

ueries ; 

1. When the abdomen is opened for other causes, and the 
perfectly normal appendix is easily accessible, is it your rule 
to remove it? 

2. When the appendix is slightly adherent to neighboring 
structures, as peritoneum, ovarian or fibroid tumors, do 
you then remove it? 

(Answer may be published.) 


The replies to these questions make it evident that 
no uniformity of opinion exists as to the propriety of 
removing an entirely normal appendix. One surgeon 
of ability and experience, for instance, replies to the 
first question, “Yes, always,” while another whose opin- 
ion is no less entitled to consideration, answers, “No; 
it is unsurgical.” This wide divergence of opinion is 
only another evidence that our knowledge of the appen- 
dix must undergo further evolution before any unan- 
mity exists among surgeons as to its surgical treatment. 
Contributions to the study of the subject likely to 
further this end are at present valuable, and, therefore, | 
think that the different points of view which have been 
revealed in the course of my inquiry call for a more de- 
tailed discussion than would be possible or suitable in 
the brief space which is all that can be devoted to the 
subject in the work for which the information was 
originally intended. 

It if only fair that I should call attention at th 
outset to the fact that the categorical form of my in- 
quiry did not allow the surgeons to whom it was ail- 
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dressed any opportunity to qualify their opinions, which 
some of them may have wished to do. Notwithstanding 
the conditions imposed, however, various restrictive 
‘clauses appear in their replies. Such qualified answers 
as “No; but I do sometimes,” or “Yes, usually” have 
been treated as unqualified, since it is the rule which 
is expressly asked for and special cases are not the ob- 
ject of consideration. Qualifications such as “if the 
patient’s condition permits” have also been set aside, 
because it is assumed that any serious contraindication 
nullifies the question. Some few qualified answers re- 
main whieh can not be classified unreservedly as either 
affirmative or negative, and these are separately con- 
sidered. 
REMOVAL OF NORMAL APPENDIX. 


The following is a tabulation of the answers received 
to the first question: “When the abdomen is opened for 
other causes and the perfectly normal appendix is easily 
accessible, is it your rule to remove it ?” 

SURGEONS ANSWERING “Yes.” 


Er, W. H. Lypston, G. F. 
H MANN, M. D. 
Bover, J. W MacDonaLp, W. G. 
CartLeper, A. M MAcMonacie, B 
CLEVELAND, C McBurney, 
Dickinson, R. L McCosun, A. J 
Dupiey, A. P. McRag, F. W 
Eperouts, G. M Meyer, W 
Fry, I Peck, G. 8. 
J. B RicHARDSON, M. 
Hexrorix, F ScHACHNER, A. 


Van Lenner, W. B. 
Vineserc, H. M. 


Total. 26. 
ANSWERING “No.” 
Aspe, R. Gorre, J. R. 
ALLEN, D. P. Jounson, J. T. 
cor, W. 8. LAPLACE, E. 
Marcy, H. O 
Bernays, A. C. ARTIN, E. 
wise, E. cMurrry, L. 8. 
Bontriew, C. J. lONTGOMERY, BK. E 
BURRAGE, L. urrnuy, J. b. 
Capot, EWMAN, H. P 
CarMa.Lt, W. C. P. 
CaRPentTer, J. 8. opie, G. Hi. 
Cuapwick, J. Norris, R. C. 
Corprer, A. H. *ALMER, C. D. 
Currier, A. F. "ank, R. 
USHING, BE. W. "LcHeR, L. 8 
MAVENPORT, F. HH. ick, J. 
J. B. *nror, W. R. 
wUGLAS, R. REYNOLDS, E. 
pLey, E. C. topMAN, W. E. 
rn, J. C. ‘ENN, 
J. M. T Hook, W. 
R. H. VanperR Veer, A. 
Total, 44. 


The following are the qualified answers received : 

J. G. CLark.—lI usually say to the patient that if I were in a 
similar position, I should have it removed. At least 50 per 
cent, request it under these circumstances. 

H. C. Cor.—-No, not yet; but I am becoming converted to the 
practice. 

A. F. Jonas.—Not always. 

B. H. Wetts.—Yes, with the patient’s consent, and when it 
does not increase risk. 


KEMOVAL OF THE SLIGHTLY ADHERENT APPENDIX, 


Following are the answers to the second question: 
“When the appendix is slightly adherent to neighboring 
structures, peritoneum, ovarian or fibroid tumors. do you 
then remove it ?” 

SURGEONS ANSWERING “YEs.” 


Appr, R. Davenport, F. H. 
ALLEN, D. P. Draver, J. B. 

Aker, W. H. DICKENSON, R. L. 

penays, A. C. JUDLEY, A. P. 

Lor, W. J. Epesou.s, G. M. 

over, J. W. » oe 
Bontrietp, C. J. ‘InNEY, J. M. T. 
Canotr, A. T. “ny, H. D. 
CARPENTER, J. 8. GoeLetT, A. H 
CarTLepor, A. M. rre. J. 
Cuapwick, J. R. Harvie, J. B. 
J. G. [ENROTIN, F. 
CLEVELAND, C. louston, D. 
Cor, W. Jounston, G. B. 
Corprer, A. A Jonas, A. 
CUSHING, w 


NORMAL APPENDIX. 


Jour. A. M. A. 


Lypstox, G. F. ratmer, C. D. 
MANN, M. D. Park, Kt. 
Marcy, H. O. Peck, G. 8. 
Martin, E. Pitcner, L. 8. 
MacDonaLp, W. G. "nice, J. 
MacMonacie, B. E. 
SURNEY RicHARDSON, M. 
eCosn, A. J Ropman, W. L. , 
cMurrry, L. 8. SCHACHNER, A. 
cRag, F. W. wn, N. 
EYER, W Van Lennep, W. B. 
urruy, J. B. Vanper Veer, A. 
EWMAN, P. Vinerera, H. N. 
C. Weis, A. M. 
Total, 60 
SURGEONS ANSWERING “NO.” 
Bacor, W. 8. Currier, R. F. 
Boise, FE. Nosie, G. H. 
Burrace, W. L Pryor, W. K. 
CarmMaur, W. H 
Total, 7 


The following qualified answers to this question were 
received : 

C. Beck.--Preferably, yes; but not unconditionally. 

R. Doveras.—Yes, if adherent to normal structures; no, if 
only slightly adherent to neoplasms. 

E. C. Duptey.—So many considerations pertain here, that 
the question should not be answered yes or no. 

J. T. Jounson.—lI do, if it is diseased, or injured by the 
separation of adhesions. 

E. E. Montcomery.—Not unless conditions are such as to 
lead me to fear that it will be involved in subsequent adhesions. 

R. C. Norris.—Not always. 

W. Van Hoox.—I would remove the appendix: 

1. When its removal would facilitate the remainder of the 
operation, 

2. When the integrity of its blood supply is interfered with. 

3. When the appendix itself is diseased. 


We have here 44 unqualified negatives to the first 
question against 26 affirmatives; and 60 unrestricted 
affirmatives to the second question against 7 negatives. 
Therefore, these results show a large majority against 
the removal of the normal appendix em because the 
opportunity arises to do so; and an overwhelming ma- 
jority in favor of the removal of the appendix when it 
deviates in the slightest degree from normal. 

My own opinion coincides in both cases with that of 
the majority. I never remove the appendix in the course 
of an operation for other causes when it proves entire] 
normal on examination, but I always remove it if it 
is even slightly adherent to other organs. I also remove — 
it invariably when it is free if its length exceeds normal. 
My reasons for not removing the normal appendix are 
as follows: 

1. Its removal involves a slight additional risk, owing 
to the fact that no matter how good the patient’s condi- 
tion may be at the time the appendix is removed, there 
is no guarantee that it will remain so until the end of the 
operation, and should a condition of shock ensue the 
additional five minutes consumed in the removal of the 
appendix will lessen the chances of recovery. 

2. We are not yet in a position to estimate the im- 
portance of removing the normal appendix as a pro- 
phylactic measure, for statistics have not yet shown that 
there is a definite per mille risk, either of death or of 
serious disease, in retaining the organ. 

3. The fact that the appendix has no known func- 
tion does not prove that it is a functionless organ, al- 
though we are in the habit of calling it so; and it is 

ible that an improved knowledge concerning it may 
in the future demonstrate some reason for its preserva- 
tion. It is only a few years since the ovaries were 
supposed to have no use or purpose except that of repro- 
duction, and their extirpation, apart from the inter- 
ference with their primary function, was a matter of no. 
importance. Now, however, when their relation to the 
process of internal secretion is beginning to be under- 
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stood, we find ourselves responsible for their preserva- 
tion from entirely different reasons. 

The arguments of those who believe in removing the 
normal appendix whenever possible are so well stated by 
Dr. Maurice Richardson in a letter pon his 
formal reply to my questions that I can not do better 
than quote his words: 

The questions on your postal card with reference to appen- 
dectomy require, in my opinion, more than “yes” and “no” 
answers. The first question, to which I replied “yes,” was, in 
substance, whether, in the course of abdominal operations, I 
remove the normal appendix. I should not take the five min- 
utes necessary for this operation if the patient's condition were 
not excellent. I should not remove the appendix in hopeless 
disease of other viscera. I should not make a second incision 
to remove it, were it not entirely accessible through the first. 
I do not think that removal of the accessible normal appendix 
—or, for that matter, the abnormal non-adherent appendix, 
with healthy base and healthy cecum—lI do not think, I say, 
that removal of such an appendix adds materially to the shock. 
I have removed consecutively five hundred appendices, more 
or less diseased, from patients in good general condition with- 
out mortality. Some of the operations have been exceedingly 
severe, and very extensive, but all the patients have recovered. 
Some cases have required resection and suture of the cecum; 
some dissections a foot long; but the results have been in- 
variably favorable. Acute appendicitis in its fulminating 
form is such a dreadful disease—having always from its very 
nature a fearful mortality, no matter who operates, or how, 
that I am unequivocally in favor not only of seeking the appen- 
dix in every suspected case, but of removing the normal appen- 
dix whenever it is exposed, 

Dr. Richardson’s views in regard to the second point at 
issue, the removal of the slightly adherent appendix, 
agree entirely with my own, and I again make use of 
them as a clear and forcible expression of the reasons 
for the course approved by the large majority of 
surgeons : 

With reference to the second question, I would say that when 
there is the slightest evidence of the abnormal I deem it my 
duty to remove the appendix, even if the risk of the original 
operation is somewhat increased; provided, always, that the 
patient has no bar to operation in general condition, in age, 
in hopeless lesions of other viscera, in lesions of other viscera 
which may temporarily contraindicate operation, or in lesions 
of other viscera which will in a few years fatally compromise 
life. If, for any other reason, the patient has a short ex- 
pectancy of life | do not remove the appendix in these cases. 
Any of these reasons would, of course, contraindicate the re- 
moval of a healthy appendix. 


There remain two points relating to the subject under 
discussion which ought not to pass unnoticed. 

Dr. Robert Abbe is of the opinion that the perfectly 
normal appendix never contains fecal concretions. They 
are frequently present, however, in appendices which are 
entirely normal in appearance, and I have found them 
myself in such appendices in a number of instances. 
Therefore, any appendix in which concretions can be 
felt should be removed, even though it is to all appear- 
ance entirely healthy. 

The question is occasionally raised whether the ap- 
pendix ought not always to be removed when operations 
are performed in the neighborhood of the cecum which 
might give rise to post-operative adhesions. In the case 
of men such risk is inconsiderable, but with women there 
is a possibility that the appendix may become adherent 
to the fresh wound in operations on the uterus or the 
right ovary. Five cases of this kind, two of which 
were my own patients, have come under my observa- 
tion. They are cited in the section on operation in my 
forthcoming book. It is sufficient to say here that in 
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one of my cases the appendix became adherent to the 
stump of the right ovary, and was as removed 
by the late Dr. Hunter McGuire; and in the other, 
where the appendix was adherent to the wound in the 
uterus, caused by a myomectomy, it was removed by Dr. 

i . The other three cases were all consequent on the 
removal of the right ovary, and the operation for the 
removal of the appendix was done by Dr. McGuire in 
one case and by myself in the other two. Two of these 
five cases have been reported by Dr. McGuire,? who 
makes, in connection with them, a suggestion of much 
practical importance, namely, that whenever the right 
ovary is removed the raw stump should be protected by 
covering it with peritoneum and burying it out of sight. 
There is no doubt that an appendix which hangs free 
from the end of the cecum and is long enough to reach 
the field of an adjacent operation is liable to become 
adherent and thus become the source of an attack of 
appendicitis. I therefore adopt the rule of removing 
long free appendices in all right-sided pelvic operations, 
but I woul nat remove a short appendix which is 
normal, nor one which is tucked up on either side of the 
cecum. 

CONCLUSIONS. 
In conclusion the following points should be em- 
hasized : 


Pp : 

1, The appendix should always be examined and its 
condition noted whenever the abdominal cavity is opened 
for eny reason, provided no additional risk is involved. 

2. The opinion of the majority of surgeons in this 
country is against the removal of a perfectly healthy 
appendix, 44 to 26 being the proportion shown in my 
investigation. 

3. The opinion of the large majority of surgeons is 
in favor of removing an appendix which is even slightly 
adherent to other structures, 60 to’? being the propor- 
tion shown in my investigation. 

4. The fact that the appendix is normal in appear- 
ance does not prove that it contains no fecal concretions, 
for I have found them in a number of instances. Their 
presence is sufficient reason for the removal of an ap- 
parently healthy appendix. 

5. After removal of the right ovary the stump should 
always be covered with peritoneum in order to prevent 
the risk of adhesion to the appendix. A long and free 
appendix should invariably be removed. 


DRAINAGE OF EXTRAVESICAL AND EXTRA- 
PERITONEAL SUPPURATIONS OF 
THE MALE PELVIS.* 


EUGENE FULLER, M.D. 
NEW YORK CITY. 


ANATOMIC RELATIONS. 

The anatomic part to be considered represents the 
space, or perhaps better, the line of union, bounded ex- 
ternally by the deep pelvic fascia which covers the inner 
contour of the pelvic cavity and internally by the peri- 
toneum and by the fibrous sheath which envelops in 
common the bladder, the male sexual apparatus and the 
upper rectum. This sheath is really formed of deflec- 
tions from the deep pelvic fascia which project upward 
from the points where the pelvic viscera make their exits 
from*the pelvic cavity. It is evident, therefore, that 
the lower limits of this space are sharply defined, while 


2. Trans. Med. Soc. Va., 1895. 


* Read at the Fifty-third Annual Meeting of the Americas 
Medical Association, in the Section on ap and Anatomy, and 
approved for publication by the Executive Committee: Drs. H. 0. 

alker, A. J. Ochsner and DeForest Willard. 
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there is really no definition to the upper limits, these 
latter being simply continuous with the line of union 
of the peritoneum and the abdominal fascia. In the 
upper anterior portion of this pelvic space and on the 
border line between it and the abdominal line of union 
just mentioned is the space of Retzius, the limits of 
which are the deep pelvic fascia in front, the bladder 
behind and the peritoneal deflection onto the bladder 
above. When the bladder is in a state of collapse the 
space of Retzius lies wholly in the cavity of the pelvis. 

ith the distension of that organ it extends corres- 
pondingly into the abdominal cavity. A loose network 
of fibrous tissue fills this pelvic space, forming a slight 
connection between the opposing surfaces, but not suffi- 
_ cient, however, to limit the expansive and contractile 
qualities of the pelvic viscera. Aside from the loose 
fibrous tissue there is little of anatomic importance 
in this part except blood vessels, and in the study of 
suppurations special attention should be paid to the 
chief of these—the external iliac and the obturator ves- 
sels. It has been seen that the deep pelvic fascia sends 
deflections upward onto the pelvic viscera. The opposite 
condition, however, pertains in its relation to the blood 
vessels just mentioned, for at the points where they 
emerge from the pelvis, namely, under Scarpa’s tri- 
angle and at the obturator foramen, the pelvic fascia 
instead of sending deflections upward sends them down- 
ward. As a consequence of this there is under Scarpa’s 
triangle—and especially externally to the vessels—a 
pathway out of the pelvic space under consideration and 
one also alongside the obturator vessels. The latter — 
of exit is, however, so narrow that burrowing fluids 
rarely take that course. Above Poupart’s ligament and 
just outside the limits of this pelvic space there is an- 
other similar path of exit along the vessels and struc- 
tures lying in the ingfinal canal. In the corresponding 
abdominal space the peritoneum is much more firmly 
and closely connected to the outlying fascia in front 
and laterally than behind. 

RESULTS OF SUPPURATION. 

Now, supposing suppuration occurs in the pelvic re- 
ion under consideration and that it is not artificiall 
iberated, what happens? It naturally burrows, extend- 
ing in what in each individual case proves to be the 

direction of least resistance. In most instances where it 
starts very dependently it is apt to extend upward out 
of the pelvis posteriorly, mounting perhaps as high as 
the kidneys in the perinephritic space, or burrowing for- 
ward it may extend into the thigh along the space exter- 
nally to the external iliac vessels beneath Scarpa’s tri- 
angle. If this last point of exit in a given instance is 
not specially patulous and the anterior and upward 
hurrowing continues, infiltration into the scrotum re- 
sults. Exit along the obturator vessels is rare, owing 
to the great narrowness of the path. When it does occur 
the infiltration is into the thigh. Upward burrowing 
may take place into the space of Retzius and from there 
still further upward perhaps to the umbilicus, separating 
the peritoneum from its attachment to the transversalis 
fascia. When this occurs a hypogastric fusiform tume- 
faction results, which presents to abdominal inspection 
and examination many of the evidences of vesica! over- 
distension. Sometimes upward burrowing docs not 
take place in the median line but to one side, a dee 

brawny abdominal tumefaction presenting above an 

largely externally to Poupart’s ligament. extending from 
there outward in the direction of the anterior superior 
spine of the ileum. A natural vent into the bladder or 
rectum may occur, the pus discharging itself with the 
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normal bodily excretions. Many times, and in fact in 

the majority of instances, suppurations do not origin- 

ate in or adjacent to this pelvic space but gravitate 

and burrow into it from above, their course being the 

corresponding abdominal extraperitoneal region. 
ETIOLOGY. 

In considering the causes for suppurations involving 
the part under discussion it is well to divide them into 
two general classes: 1, Those the source of which is 
the pelvic region, and 2, those that burrow into the pel- 
vie space from the corresponding abdominal region. 
The great majority of cases of the first class originate 
from urinary extravasations. All extraperitoneal = 
tures of the bladder, aside from those involving t 
apex of the organ, are followed by urinarv extravasation 
into the pelvic region under consideration. Extrava- 
sations or suppurations involving the lymph space be- 
tween the prostatic capsule and the rectum may break 
through the fibrous deflection from the deep pelvic . 
fascia and so invade the space. Lacerations of the 
prostatic urethra and prostate, giving rise to extravasa- 
tions and prostatic or seminal vesicular abscess caused 
by trauma, the streptococcus, the gonococcus, the tuber- 
yA bacillus or other infection, are the usual genito- 
urinary causes for suppuration into the recto-prostatic 
lymph space. Lacerations of the rectum and infections 
associated with that part are rectal causes. Besides 
these there is a rare class of suppurations which have 
been designated “idiopathic,” a definition which prac- 
tically signifies cause unknown. Most of these latter 
instances not really coming under the headings already 
mentioned probably originate from that part of the cir- 
culatory or lymphatic system which traverses the part. 
Infective thrombosis of the prostatic plexus, for in- 
stance, is not presumably of great rarity. Suppurative 
processes may break into the space through the deep 
pelvic fascia, these being the result of traumatisms, 
perforating wounds, gunshots, tubercle or other agency 
causing pelvic bone or tissue necrosis. 

Suppurations which enter the pelvic from the ab- 
dominal region are perhaps most frequently associated 
with suprapubic cystotomy or other abdominal opera- 
tion wherein first intention has not been attained, but 
suppuration has developed between the peritoneum and 
the underlying fascia. ‘Traumatisms and lacerations 
involving the abdominal wall may produce like results. 
Perinephritic, perihepatic and psoas abscess may enter 
the part posteriorly from above. Suppurations the 
source of which are appendicitis not so very infre- 
quently enter this pelvic region in like manner. Sup- 

urations in connection with the inguinal glands may 
coemear deeply, perforate the deep abdominal fascia 
above or externally to Poupart’s ligament, and from 
there gravitate into the pelvic space. I have in mind 
an instance of this latter description, where the pus 
after traversing one side of the pelvic space finally ex- 
tended upward behind, mounting nearly to the kidney. 


SYMPTOMS. 

The clinical symptoms associated with suppuration 
in the part under consideration are liable to be somewhat 
obscure. Where suppuration follows secondary to and 
as a complication of fracture or laceration of the pelvis, 
extraperitoneal rupture or perforation of the bladder 
or rectum, then the chief clinical symptoms are due 
directly to the primary injury and will not be here con- 


sidered. The secondary evidences of infection in such 
instances would lead the surgeon to suspect 
ing in of deep pelvic suppuration. 


the usher- 
In all instances 
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there are present generalized evidences of sepsis together 
with the characteristic range of temperature. Frequent 
and urgent urination is apt to be present even though 
the bladder has not been primarily involved, owing to 
the condition of pericystitis that the suppuration occa- 
sions. Localized pain may be complained of, but many 
times the sensations of pain are liable to radiate into 
the thighs, the hypogastric or inguinal region or into 
the back. If the suppuration tends to burrow in any 
of the directions ebvende described, then resulting symp- 
toms develop. If there is a discharge into the rectum 
or bladder there is the sudden gush of pus which ap- 
pears in the feces or urine. If it points into the thigh 
the limb becomes flexed and generally tumefied. If 
into the scrotum or abdominal region tumefactions 
such as already described result. If evidences of sepsis, 
generally of a low grade, follow the operation of supra- 
pubic cystotomy and one observes at irregular intervals 
much thick pus on the dressings,“ he should strongl 
suspect that the pus is from the pelvic space, whic 
has become involved through an extension from the 
space of Retzius. Occasionally a case is encountered 
where al! the remaining clinical symptoms are due to 
the cicatrix left by a preceding suppuration, which has 
ended in resolution. Most of such cases belong to a class 
where the suppuration has burrowed into the pelvic 
space from above, as may occur in connection with ap- 
pendicitis. and where, as a result of abdominal sur- 
gery, the source of the inflammation has been removed 

requent urination, sexual impairment and generalized 
and somewhat indefinite symptoms of vesical and pelvic 
discomfort are the usual clinical features in cases of 
this latter description, provided the cicatrix is exten- 
sive. Where the cicatrix is not extensive no symptoms 
are apt to result or to persist beyond the period of con- 
valescence. 

DIAGNOSIS. 

Diagnosis can be made through a careful considera- 
tion of the clinical evidences, together with inspection, 
hypogastric rectal and perhaps vesical ex- 
ploration. The various forms of palpation as well as 
inspection are for the purpose of determining the ex- 
istence of inflammatory tumefaction. The only vesi- 
cal explorations necessary would be such as are em- 
ployed to detect the existence of pericystitis. In mak- 
ing a diagnosis positive and exact through surgical ex- 
ploration the probe is the chief and often the only nec- 
essary instrument. In case there is already an existing 
vent for pus the path of exit should be carefully deter- 
mined and the location of the main pocket established. 
In case there is no vent and a brawny tumefaction is 
discovered it may be wise to make an opening to allow 
the entrance of the probe. Thus the space of Retzius, 
the inguinal region, the scrotum, the thigh and the loin 
may be opened. If a tumefaction is detected chiefly or 
wholly through rectal digital exploration no opening 
through the part should, however, be made for diag- 
nostic purposes. 

SURGICAL TREATMENT. 

The surgical management of suppuration in this 
part or elsewhere lies in the establishment of free 
drainage. In order that drainage be free it must be 
dependent. As the pelvic cavity is deep the surgical 

roblem of effecting dependent drainage arises. The 
atality in this class of cases has hitherto been, and still 
is large, due, in my opinion, to inefficient surgery, 
death resulting from septic absorption, the source of 
which is an undrained area. In each individual case 
there are two surgical principles to be determined in 
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connection with the establishment of the drainage: 
First, the location of the dependent pocket of suppura- 
tion, and, second, the dependent dissection to reach 
that pocket. The first step should always be the loca- 
tion of the pocket. No dependent dissection should be 
attempted till the pocket has been located. The silver 
flexible probe is the instrument to be employed in de- 
termining the location. In order that a probe taking a 
reasonably straight course may enter the dependent 
portion of this pelvic space it must pierce the abdom- 
inal wall on either side just below the point of peri- 
toneal deflection and above and parallel to the outer 
portion of Poupart’s ligament. In fact, the path taken 
through the abdomen is much the same as that chosen 
in making the incision to accomplish ligation of the 
external iliac artery. As the two lateral chambers of 
this pelvic space have no connection dependently, it is 
rare that both of them are involved by suppuration in a 
given instance, consequently but one abdominal incision 
for the passage of the probe is commonly necessary. Not 
uncommonly, as has already been considered, a suppu- 
ration tends to burrow upward and to point in the posi- 
tion indicated for the entrance of the probe. Suppose, 
however, it burrows upward in the median abdominal 
line along the space of Retzius. In such an instance 
the proper abdominal vent will be by a median hypo- 
gastric longitudinal incision. Through such an in- 
cision by much bending a probe can be able to take a 
tortuous course around the bladder and downward. But 
one can never properly locate the area of pelvic involve- 
ment by means of a probe so bent. In such an instance 
the proper procedure after making the median abdom- 
inal incision is to pass in the probe or director laterally, 
slipping its point along under the muscular abdominal 
wall below the peritoneal deflection until the proper 
spot above the outer portion of Poupart’s ligament is 
reached, and then to make the lateral abdominal open- 
ing down onto the end of the probe. Through this 
second opening a second probe can be passed to thor- 
oughly explore the deep pelvis. Where the pelvic sup- 

uration has extended upward posteriorly, presenting a 
rawny area, somewhere above the crest of the ileum, 
an incision should first be made into that area, and 
then through the vent hole in the loin the probe should 
be passed and a counter-inguinal incision made expos- 
ing its point, as in the first instance. Likewise, where 
a burrowing has taken place into the thigh or scrotum, 
a primary vent can be made in that part and then a sec- 
ondary counter opening made down onto the end of the 
probe in the inguinal region. In most instances, how- 
ever, where burrowing has taken place into the thigh 
or scrotum, a brawny indurated area has first devel- 
oped in the inguinal region, so it may be better in these 
cases to make the inguinal incision the primary one and 
to pass the probe through it into the pelvic space and 
out along the path the burrowing has taken into the 
thigh or scrotum, as the case may be, the incision in 
those parts being made secondary and its position deter- 
mined by the end of the probe. Where the source of 
suppuration is in the corresponding abdominal space 
and from there has burrowed into the pelvic space it is 
advisable, in case the source of the suppuration can be 
tapped, to pass the probe along whichever lateral course 
the burrowing has taken and then to make the counter 
inguinal incision on its end. 

The second step im the surgical procedure is the de- 
pendent dissection. This dissection should open a per- 
ineal path and expose the |ymph space between the pros- 
tatic capsule and the rectum, the urethra being left in- 
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tact. In making this dissection the dorsal position and 
the Zuckerkandl incision can be employed ; but what is 
far superior is the knee-breast position and the incision 
which I devised to expose the seminal vesicles and pros- 
tate, a description of which has been published in the 
May 4 1901, issue of Tur Journat of the American 
’ Medical Association. The finger now being introduced 
through the perineal incision and into the space be- 
tween the prostatic capsule and the rectum, the end 
of the probe inserted through the inguinal incision can 
be plainly felt separated from the finger tip by the up- 
ward deflection of fascia which envelops the pelvic 
viscera. By firm pressure on the probe, aided perhaps 
_— snip with the scissors, this fascia can be punctured, 
the probe end coming in contact with the finger tip. A 
perforation having been so made, it is safer to divulse 
the opening rather than to enlarge it by cutting in 
order to avoid the possibility of erm a blood vessel 
in an inaccessible region. A perforated drainage tube 
of good caliber is next attached to the inguinal end of 
the probe by means of a cord passed through its eye, 
after which the probe, followed by the drainage tube. is 
dragged through the perineal opening and the lower 
end of the tube fastened at the perineal surface while 
the upper end is secured at the inguinal surface. The 
perineal wound is closed about the tube. If the inguinal 
opening is a counter incision, the primary opening bein 
in the abdomen, the thigh or the scrotum, a secon 
_ drainage tube should be placed connecting the primary 
opening with the inguinal one. In very rare instances, 
where both lateral chambers of the pelvic space are in- 
volved by suppuration, it is necessary to put a drainage 
tube through each side. The after-treatment consists 
in flushing out the tubes frequently with peroxid of 
hydrogen solution. The tubes should not be withdrawn 
until all slough has come away and until firm granula- 
tions have formed about them. With the establishment 
of thorough drainage such as has been described, it is 
wonderful how quickly convalescence is attained in 
these otherwise usually fatal cases. 

252 Lexington Avenue. 


EXTERNAL URETHROTOMY FROM THE 
STANDPOINT OF THE GENERAL 
SURGEON.* 
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The general surgeon is not infrequently called on, 
his hospital work, to perform external 
urethrotomy for one condition or another, and it has 
seemed worth while to make an informal. report of 50 
cases that have come in my own practice within the 
last few years. 

There is no operation so*fascinating, nor at times so 
difficult to perform. A good knowledge of anatomy, 
patience, ll careful, often slow, dissection is requisite. 
A single false step is frequently fatal to a clear opera- 
tion. To complete an operation that has been started 
by another operator is most difficult, as the writer has 
found on several occasions. Naturally most of the oper- 
ations are for deep stricture, but there are many other 
conditions, expected and unexpected, that require an 
opening into the urethra, and these conditions lend 
additional interest to an operation otherwise considered 
as a routine. The surgeon in the large hospital sees not 
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the simple strictures that have been carefully watched 
and measured, but the infinite variety of complications, 
— and local, that call upon all of his surgical skill. 

y grouping these few personal cases I can perchance 
emphasize the interest and difficulty of the operation and 
by my own mistakes prevent others from falling into the 
numerous pitfalls. 

As a rule, where any sort of a guide can be introduced 
into the bladder, the opening in the urethra is easily 
made. Rarely is there a stricture that will not yield to a 
whalebone filiform bougie if patient attempts are made 
to pass one out of half a dozen introduced down to the 
constriction. Where there is the least question as to the 
exact course of the guide it is safer to dissect open the 
corpus spongiosum until the mucous membrane is defin- 
itely seen and followed backwards, disregarding the 

ide which may be in a false passage. Rarely it may 

advisable to open the bladder above the pubes in order 
to pass a. guide from behind. Had I adopted this = 
in one of my cases a fatal result might have 
avoided. The incision through the skin and muscle 
should be made in the median line, with the patient lying 
squarely in the lithotomy position. When the corpus 
spongiosum is reached the incision frequently has to be 
carried to one side owing to the deflection of the urethra 
scar contraction, extravasation, hemorrhage, etc. 
y splitting the bulb in the median line, hemorrhage is 
rarely troublesome; the reverse is the case when it is 
split to one side, and this untoward sign may be taken 
as an anatomical landmark. When the urethra is opened 
anterior to an impassable constriction, for which careful 
visual search must be made, the lateral walls are best 
retracted with silk sutures, or, as I learned from one of 
our surgeons, Dr. Post, by snapping each edge with an 
old-fashioned-“bulldog” forceps. The mucous membrane 
should be sponged very gently; otherwise it quickly be- 
comes rough and bloody and obscure to both sight and 
touch. A guide, such as a fine probe or a small director, 
once passed through a stricture. must not be removed 
until the constriction is enlarged, preferably by cutting 
backwards in the median line, so that a larger guide, 
such as a full-sized director or a gorget, can be passed 
alongside into the bladder. 

In case of a tight stricture, admitting a filiform guide, 
Gavin’s method of first cutting all the strictures, an- 
terior and deep, with a Maisonneuve urethrotome and 
then at once opening the perineum on a large grooved 
staff, is worthy of trial. It shortens the operation some- 
what, but is open to the objection that occasionally the 
guide will pass into false passages and then when 
the perineum is opened the anatomy is obscured by the 
bleeding and the incisions through extra-urethral tissue. 
All anterior strictures should be cut to full size at the 
time of the external urethrotomy if the additional shock 
and hemorrhage does not jeopardize the patient’s life. 

I have been accustomed, for the most part, to drain 
the bladder with a full-sized soft rubber catheter passed 
through the entire penis in case both anterior and pos- 
terior strictures have been cut, or through the perineum, 
alone, when the anterior urethra is healthy. The cathe- 
ter siphons off the urine and is removed in two or three 
days. Rarely are there chills or urethritis in this period. 
After removal of the catheter I usually delay three o1 
four days before introducing a sound, when ua first 


a small or medium size, followed at once by one of full 
size. By observing this rule for the first week or two 
the pain is much lessened and there seems to be less 
damage inflicted by the large sound. Sounds are not 

daily, but every third or fourth day, as I believe 
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much harm is done by too frequent instrumentation. 
After discharge patients are directed to return every 
week for a month, and then at lengthening intervals 
up to once every six months or a year. 

Patients with extravasation belong to the most desper- 
ate type that we have to deal with. Their general con- 
dition precludes long operation, the gangrene and distor- 
tion of the perineal contents require a knowledge 
of anatomy and the quick recognition of familiar land- 
marks in unfamiliar places. Any instrumental guides 
are fallacious because the urethra is apt to be full of 
false passages and it is much safer to sgarch rapidly for 
the mucous membrane, to recognize and cling to it. 

External urethrotomy alone for enla prostate has 
a limited place, but occasionally it is indicated for drain- 
age, exploration, palliation, etc. No cases are included 
in this series where the urethra has been opened for 
enucleation of the prostate, as these form a class by 
themselves. 

The end results in the present series are known in 
only a few instances. The patients belong, as a rule, 
to a dissolute, shifting class. Many do not follow up 
methodical after-treatment; others, in case of relapse, 
go from one hospital to another and rarely do they take 
interest enough to report when requested. As a life-sav- 
ing measure, and for at least temporary cure of a most 
distressing and dangerous affliction there is no operation 
more satisfactory than external urethrotomy. The per- 
manent results must be studied in a different class of 
patients and by those who have a firmer hold on their 
patients than the general hospital surgeon. 


STRICTURE, 


There were 25 cases of external urethrotomy for sim- 
‘ple stricture of the deep urethra, combined when neces- 
sary with internal urethrotomy for anterior strictures. 
It is not necessary to report each case in detail. 

The causative gonorrheal attack antedated the stric- 
tures from five to forty years. About half the patients 
had noticed symptoms of stricture for one year to six- 
teen years. Three cases had previously had a rapid 
dilatation or a divulsion and one of these had had in 
addition an external urethrotomy. One case had had 
an internal urethrotomy, the deep stricture existing at 
the time not being cut for some reason. One case had 
had an external urethrotomy performed nineteen years 
before his present operation by Dr. H. J. Bigelow, and 
another case had had a similar operation done five years 
before, all after-treatment being neglected. 

The bladder was drained for two or three days on the 
average. The perineal wound closed in half the cases in 
from eight to twenty-five days. Many of the remaining 
patients were discharged at the | of fourteen to 
twenty-one days with a rapidly closing sinus through 
which there was slight urinary leakage. How many of 
these developed permanent fistula it is impossible to 
state; only one patient, reported elsewhere, came back 
for relief of this condition. It is fair to assume, however, 
that a great majority of those discharged leaking healed 
in a short time, judging from the behavior of the 
patients that were kept under observation until all leak- 
age had ceased. 

In the few cases that were followed for varying periods 
and that paid attention to the after-treatment, a com- 
modious posterior urethra was found on examination. 
The number is too small, however, and the intervals too 
variable to make the observation of any value. About 
half the patients in this class entered the hospital with 
retention and dribbling. 
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Patients were discharged as a rule, taking a 28 to 30 
French sound with ease. In a small penis 27 F. was 
considered large enough. No attempts were made to 
overstretch the canal. Two patients died. In one the 
operation without a guide was started by my house sur- 
geon, who got lost in the dissection of a perineum full 
of cicatricial tissue. Finally, as there were no land- 
marks to go by, the bladder was opened by blind dissec- 
tion. Sharp bleeding followed. A relapsing hemorrhage 
a few hours later necessitated a second search, and again 
the bladder was opened and a catheter tied in, but the 
patient steadily failed and died in a few days. Autopsy 
showed that the bladder had been opened from the right 
and above the urethra and that the bleeding had ta 

ce from the space between the bladder and the ramus. 

nto this space urine had leaked. There was a slight 
beginning peritonitis, the bladder was small and empty 
and the urethra full of false passages. Had the u 
been opened on a guide passed from the bladder outlet 
the result would have been different. 

In the second fatal case, a feeble, senile man of 65, 
the bladder was distended to the level of the umbilicus 
and all attempts to pass any guide failed, so the deep 
urethra was opened and the bladder drained. The urine 
had been offensive and often bloody for several years. 
The pulse was intermittent and the lungs full of rales. 

rallied well from the operation and then steadil 

iled and died in two days. No autopsy was allowed. 

Probably a preliminary aspiration would have been 
safer in this case. 

One patient had suppression three days after an easy 
rapid operation; it readily yielded to diuretics. 
patient, an Italian, 58 years old, had an external ure- 
throtomy secondary to a suprapubic cystotomy. At the 
first operation a small catheter drew off over half a 
basinful of pus and urine, leaving the fundus still at the 
level of the umbilicus. A suprapubic opening then 
evacuated quarts of foul pus, urine and blood. No pros- 
tatic enlargement could be determined at this time. A 
month later several anterior and deep strictures of large 
caliber were cut and the bladder drained by a catheter’ 
through the penis. A month after the second operation 
the patient left, against our advice, still passing cloud 
urine from a bladder unable to contract fully and wit 
a goodly quantity of residual urine due probably to a 
small but obstructing prostate. Prostatectomy and per- 
— drainage would probably have corrected the con- 

ition. 
EXTRAVASATION, 

This class is of interest because of the gravity of the 
condition, the difficuity of the operation and necessity 
for rapid and thorough treatment. It is well to bear 
in mind that extravasation is not necessarily a purely 
mechanical phenomenon; not a few cases have a per- 
ineum full of urine and pus where strictures of large 
caliber only exist. 

Case 1.—Sailor, 39 years old. Had been divulsed three 
times, an operation as unsurgical as any that I know of. En- 
tered the Carney Hospital very ill with a foul, swollen perin- 


eum and scrotum, which were freely opened and drained. ° 


After recovery from the acute sepsis, his strictures, anterior 
and posterior, were freely cut, the latter without a guide, Ina 
few weeks he was discharged, taking a 29 F. sound easily and 
with a healed perineum. 

Case 2.-—A patient dying with rheumatism and cardiac dis- 
ease, unable to lie down, with general edema and passing his 
urine in drops through a pin-hole meatus, developed an acute 
extravasation. Under ether carefully given a staff could be 
passed into the bladder and the deep urethra was freely opened, 
allowing the escape of foul urine, old clots and pus. Perineal 
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drainage. Two days later a sharp hemorrhage took place, 
but was controlled by packing. On the following day the 
bleeding recurred from the deep sloughs and the patient died. 
In this ease the operation was offered merely as a temporary 
relief to his urinary symptoms. It illustrates the feasibility 
of etherization in most advanced cardiac disease when the 
anesthetic is properly given. 

Case 3.—Eighty years old. Treated for malarial chills for 
two weeks before surgical advice was sought. When seen 
he was delirious with gangrene of the scrotum and edema of 
the perineum and penis. Under ether a filiform could be 
passed through tight strictures at the peno-scrotal angle and 
over this a staff could be passed, on which the deep urethra 
was opened, giving exit to stinking pus. The corpus spongio- 
sum, gangrenous and isolated, was found pushed to one side. 
The anterior strictures were dilated sufficiently to allow 
catheter drainage through the penis. Improvement followed, 
but in three months he developed a fatal broncho- pneumonia. 

Case 4.—Forty-three years old. Had had his strictures 
rapidly dilated three times within fifteen years. His present 
trouble began with perineal swelling three weeks before en- 
trance to the hospital, when a bulging perineum and edema of 
the scrotum was found. No guide could be passed into the blad- 
der, so the deep urethra, necrotic and pushed out of place, 
was dissected open and the deep constrictions freely cut. A 
little later the anterior strictures were cut with an Otis 
uretheratome, and nine days later he was discharged, taking 
a 29 F. sound and passing a little urine through the rapidly- 
closing perineal wound. 

Case 5.—Fifty-three years old. Had had dribbling for thred® 
years, for the last year it being constant day and night. A 
series of tight strictures throughout the urethra was found 
and no guide could be passed into the bladder. A small ex- 
travasation was found pushing the corpus spongiosum to one 
side. False passages existed in all directions. After the 
mucous membrane was identified the strictures were freely 
eut and the bladder drained. Discharged in a month, taking 
a 30 F. sound and with a closed perineum. 

Case 6.—Forty-five years old. Symptoms of strictures 
for four years. Entered with an extravasation in the per- 
ineum, extending toward the groins so that the entire swollen 
penis was pushed forward from the pubes, the scrotum 
being wrinkled and not swollen. The deep strictures were im- 
passable so that the canal was opened by dissection. Dis- 
charged without leakage in a month. 

Case 7.—Forty years of age, with a deep stricture of large 
caliber, had a greatly swollen penis, scrotum and perineum. 
Operation. Good result. 

Case 8.—Seventy-six years old. Entered with a gangrenous 
deep urethra, a deep stricture of 12 F. caliber and several 
tight anterior strictures. Operation. Good result. 


FISTULA. 

There were four operations for this lesion. Whether 
any cases belonging in other groups that were discharged 
from the hospital with a little leakage developed persist- 
ent fistule can not be told, but as patients were not al- 
lowed to leave until there was good evidence of a rapid, 
progressive closure of the perineal opening, it is fair to 
presume that this distressing sequela was uncommon. 

Case 9.—Fifty-seven years old. Had had signs of stricture 
for four or five years. At entrance there was a peri-urethral 
abscess. Anterior and deep strictures were cut to 31 F. and 
a catheter tied in through the penis for three days. Two 
months later, the wound not closing properly, the anterior 
strictures, which had recontracted, were again cut. A month 
later he was discharged against our advice, still leaking a 
little and admitting only a 26 F. sound. Two years later, 
after treatment at various places with sounds, etc., he reap- 
plied for operation for the fistula. He was urinating every 15 
to 20 minutes during the day and six to ten times at night. 
At operation a 20 F. sound could be passed through the 
urethra as far as the fistula, which was found to be a direct 
continuation of the deep urethra lined with mucous membrane. 
This was dissected away and sutured with catgut after free 
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division of all strictures. In four weeks he was discharged, 
taking a 30 F. sound, with a healed perineum and normal 
micturition. Without doubt in the early operation the stric- 
tures had not been properly and thoroughly divided. 

Case 10.—Thirty years old; with a history of three attacks 
of gonorrhea; had had a perineal abscess, probably following 
a cowperitis opened by a physician eight months before en- 
trance. He came in with a thick urethral discharge, and urinary 
leakage through a fistula opening in the left ischio-rectal 
region. Upon opening the bulb under ether, the sinus was 
found to start from an opening one-eighth to one-quarter inch 
in diameter in the side of the membranous urethra. The 
sinus was thoroughly curetted and the bladder drained through 
a perineal catheter, the sinus being packed with iodoform 
gauze. Nineteen days later he was discharged, taking a 27 
F. sound and passing a few drops of urine at the beginning 
of micturition through the rapidly-closing sinus. 

Case 11.—Thirty-eight years old. Entered the hospital with 
several sinuses in the perineum and scrotum, an abscess of the 
latter region extending leftward to the top of the pubic bone. 
Two years before there had been an acute retention with ex- 
travasation followed by rupture, the sinus closing spontaneously 
in one month. Again, eleven months ago, there was a repeti- 
tion of the trouble, followed by several abscesses and fistula, 
lasting up to the present time. No guide could be passed be- 
yond the bulb. The corpus spongiosum was found pushed to 
the right. All strictures were freely cut and the bladder | 
drained. Eleven days later he was discharged, passing urine 
through the wound and taking a 28 F. sound. All trace of 
the patient was then lost. 

Case 12.—Fifty-five years old. Had had a series of peri- 
neal abscesses, the present fistula dating its origin four weeks 
before operation. An easy combined urethrotomy on a guide 
was done and the patient discharged without leakage and tak- 
ing a 30 F. sound in nineteen days. 


TRAUMATIC RUPTURE OF THE URETHRA. 

Case 13.—The first case, a man 50 years of age, fell, two 
days before entrance to the hospital, injuring the perineum. 
He lay unconscious for twenty-four hours before he was 
found by his friends. At entrance there was extensive swelling 
of the perineum with extravasation half way to the umbilicus 
and into both thighs. Operation by Dr. H. W. Cushing, whe 
opened the bladder by the perineal route and established 
drainage. Five weeks later, as soon as his condition war- 
ranted, the writer attempted a repair of the damage. On 
opening up the perineal fistula that had persisted since injury, 
a blind pocket, anterior to the bulb and containing no urethral 
tissue for nearly an inch, was found at the site of injury. 
Posteriorly the torn end was closed by cicatricial tissue, the 
entrance to this portion of the urethra being on the side. 
Anteriorly the urethra was closed by cicatrix. Both stumps 
were opened in the median line, but the ends could not be ap- 
proximated closely enough to be sutured, so a catheter was 
passed through the entire length and the wound allowed te 
granulate. He was discharged in six weeks, passing most of 
his urine through the penis. The urethra, kept open by the 
passage of a 28 F. sound, showed a strong tendency to con- 
tract. His later history is not known. Had the urethra been 
freely dissected anteriorly the stumps could have been properly 
sutured together in all probability. 

Case 14.—The second case was brought to the hospital at 
once after injury and operated upon without delay. On open- 
ing the bulb on a staff much laceration of the spongy tissue 
and of the muscles was found. Nearly an inch of the urethra 
was destroyed. The lacerated spongy portion was sutured in 
the middle line with silk, but in the section where no urethral 
tissue remained the bulbous tissue was sutured over a catheter, 
the superficial tissues also being sutured, allowing for a 
temporary gauze drain. The catheter was removed on the 
third day and the patient discharged on the twenty-fourth 
day, taking a 28 F. sound and with a tight perineum. His 
later history is also unknown. 


PROSTATIC HYPERTROPHY. 
Although prostatectomy and suprapubic drainage will 
largely replace perineal drainage in cases of prostatic 
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hypertrophy, yet there will always remain an occasional 
case where the latter procedure is indicated. 

Case 15.—Seventy-two years old. Entered the hospital very 
ill with hemorrhage and false passages into the scrotum and 
both thighs. The deep urethra was opened on a staff and the 
bladder drained through the perineum. Bleeding ceased at 
onee, the wound slowly closed and by the end of two weeks 
the patient was discharged in good mental and physical condi- 
tion, passing his urine normally at normal intervals. 

Case 16.—Seventy-four years old. Entered with a history 
of prostatic trouble for five years, with occasional retention, 
asthma and epididymitis. Under irrigation and medical treat- 
ment he steadily lost ground, the urine being very foul and the 
testes becoming gangrenous. Perineal drainage was estab- 
lished and the testes curetted, but he steadily lost ground and 
died six days later. 

Case 17.—Sixty-six years old. Entered with a distended 
bladder. Under irrigation he improved temporarily and re- 
fused operation until six weeks later, when perineal drainage 
was established. Ten days later diarrhea started up, he be- 
came delirious and died in a few days. Autopsy showed 
numerous sacs formed by giving away of the muscular wall 
and formation of hernia of the mucous membrane. These sacs 
communicated with the bladder by very small openings, mostly 
pinhole, all containing pus. Pus in both ureters and pelvis. 

Case 18.—Seventy-two years old. This patient had symp- 
toms both of stone and of an enlarged prostate. As 
{ could not pass a lithotrite through the urethra, the blad- 
der was entered through the perineum and the prostatic 
urethra stretched with the finger until the lithotrite could be 
passed through the perineal incision and the stone crushed. 
A large, soft catheter was left in for a few days. Later it 
was passed through the penis and the bladder drained for 
seven days, the perineal wound closing shortly afterward. 
Since this operation three years ago another stone has formed, 
but the prostatic urethra has allowed free use of the litho- 
trite and the evacuator and by occasional irrigation the blad- 
der keeps sweet and clean and free from phosphatic deposit. 


° CANCER OF BLADDER. 

Case 19.—This patient, a Frenchman, 48 years of age, had 
blood at intervals for two years. When he entered 
the hospital there was profuse bleeding, vomiting and very 
frequent, painful micturition. Operation was not allowed for 
three weeks, when, as he was rapidly failing and suffering 
intensely, the deep urethra was opened and a soft, pulpy mass 
curetted from the entire bladder wall. Hemorrhage stopped at 
once. He derived great relief from his suffering, but he was so 
weak from sepsis and loss of blood that he lived only four 
days. Had the operation been allowed earlier he could have 
been saved much intense suffering. Examination of the tumor 
showed papilla with rapidly-growing epithelium and in addi- 

tion large masses of epithelial cells in the deep tissues. 

RUPTURE OF THE BLADDER. 

Case 20.—One patient with rupture of the bladder was 
drained through the perineum most satisfactorily. He en- 
tered the hospital with a fracture of the pelvis and a pro- 
peritoneal hemorrhage, originating about the neck of the blad- 
der. An attempt was made to drain by gauze over the pubes 
and with a catheter tied into the bladder through the penis, 
but it was not satisfactory, as the urinary leakage into the 
space of Retzius increased, so two weeks after admission the 
perineal urethra was tapped and drainage established. On 
account of the pelvic lesion the operation had to be done 
with flexion of only one thigh. Exploration of the bladder 
failed to show the location of the tear, which probably was 
a small one. After seventeen days the perineal drain could 
be removed and the bladder rapidly resumed its normal func- 


tions, the patient being discharged in good condition three 
months after entrance. 


FOREIGN BODY IN PERINEUM. 
Case 21.—This patient, 53 years old, entered with acute re- 
tention, gangrene of the perineum and edema of the scrotum. 


He was alcoholic and septic. A sound could be passed into the 
bladder, but it forced foul pus from the meatus, showing that 
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there was a perforation of the urethra in some part of its 
course. A history of many attacks of gonorrhea could be 
obtained, and latterly he had had severe pain for several days 
at the end of the penis, with urination once a day, when he 
voided a quart of urine without blood. At times the flow of 
urine would suddenly stop without increase in the pain, nor 
would the pain subside with an empty bladder. Under ether 
the perineum was freely opened with evacuation of foulest 
of pus and gangrenous masses. The bladder was then drained. 
The abscess cavity extended into both ischio-rectal fosse, 
around the urethra and upward behind the pubes and com- 
pletely around the rectum. In the left fossa a sharp-pointed 
fishbone was found, evidently having escaped from the rectum. 
No history of its ingestion could be obtained. Much shock 
followed and in a few days he developed delirium tremens and 
died eleven days after admission. 


GUMMA (?) OF AN ANTERIOR STRICTURE. 

Case 22.—This patient I saw five years ago with Dr. Dor- 
man. He was 35 years old, had had a mild gonorrhea over 
twelve years ago and syphilis ten years ago, for which he was 
treated a few months. His wife had borne two healthy chil- 
dren and one anencephalic monster. He had noticed a small 
lump in the anterior urethra fifteen months before my visit, 
but it had increased only within the last four to six weeks. 
Recently the nodule had grown tender and erections were pain. 
ful, the penis being curved forward. Three days before | saw 
him there was retention, relieved by passage of a small 
catheter. I found the prepuce slightly swollen, but capabie 
of retraction. One inch from the meatus was a hard elastic 
swelling three-quarters of an inch in diameter, tapering pos- 
teriorly into the spongiosum, the overlying skin being freely 
moveable. Nothing could be passed beyond the tumor, but 
as the patient could urinate he was treated with hot applica- 
tions and ipdid of potash. Three days later, the swelling 
having increased and showing signs of breaking down, an in- 
cision was made on the under side of the tumor and a small, 
foul abscess evacuated. At the depth of the wound the urethra 
lay exposed, but not perforated, and laterally the original tumor 
could be plainly identified. Nothing could be passed beyond 
the tumor. Voluntary urination followed and the incision 
rapidly closed, but there was still pain during micturition at 
times and occasional chills, though the tumor was apparently 
subsiding for a couple of weeks, when he suddenly grew worse 
and entered the hospital. The whole penis had suddenly swol- 
len to about twice normal and all attempts to pass the an- 
terior swelling failed. Under ether the bulb was opened. No 
deep strictures were found, but at the penoscrotal angle two 
of a caliber of 20 F. were cut to 30 F. A filiform was then 
passed from behind through the anterior stricture, which was 
cut, first with a Maisonneuve and then with an Otis urethra- 
tome. On cutting through the sear tissue into the dense sur- 
rounding tissue a small abscess was opened. Not long after- 
ward the patient was discharged, the tumor gradually dis- 
appeared, but whether or not on account of the persistent use 
of the iodid it is difficult to say. There has been no return 
of the trouble. Unfortunately a section of the tumor was not 
taken for examination, and it is impossible to determine 
whether it was a chronic inflammatory deposit around the 
stricture or a gumma, the former condition being the more 
probable, although at the time it had all the appearance and 
behavior of a gumma that had become infected. 


IMPACTED CALCULI. 

Case 23.—Thirty-seven years old. Had had an external 
urethrotomy for stricture, probably gonorrheal, eighteen years 
ago. At the time of the present operation there was dribbling. 
On exploration through the perineum for what was supposed 
to be an impassable stricture, a stone one and a quarter by 
three-quarters of an inch was found impacted in the prostatic 
urethra with a perforation through which the urine passed 
from the bladder, and projecting anteriorly into the deep 
urethra was a spur three-quarters of an inch long, lytag 
against the mucous membrane and projecting from the main 
body of the stone. Four weeks after its removal he was dis- 
charged, passing a little urine from the perineal wound. 
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Case 24.—About 60 years old; was treated for pneumonia 
for a week before admission to the surgical ward, when he 
was delirious, septic and in bad general condition. The blad- 
der was distended to the umbilicus and constantly overflowing; 
no instrument could be made to enter. In the perineum was 
a hard, irregular tumor, supposed to be a beginning extravasa- 
tion, but on opening the urethra a stone one and a quarter by 
three-quarters of an inch in diameter and facetted, with twenty- 
five small stones, one-eighth to one-quarter of an inch in diam- 
eter and more or less faceted also, was found lying in a sac 
lined with smooth mucous membrane, communicating with the 
urethra through a small opening in the anterior portion of the 
bulb. For a few days the patient was very ill, but he grad- 
ually improved, and at the end of three weeks was convalescent. 
The only history that could be obtained dated back thirty 
years, when he fell down the hold of a vessel and passed 
blood from his urethra. What little trouble he had had with his 
urinary organs he dated from this accident. At best, he was a 
stupid, ignorant Irishman and no better data could be ob- 
tained. 

DISCUSSION 

ON PAPERS OF DRS. LEONARD, ANDREWS, FULLER AND MUNRO. 

Dr. Artuur T. Carnot, Boston—As five minutes is insuffi- 
cient for the discussion of the four papers, I will confine my- 
self to remarks on the first. We all know the difficulties of 
diagnosis in many cases of renal calculus. When the classical 
symptoms are present and the patient has passed bits of stone, 
the diagnosis is not difficult, but we have all had cases where 
the symptoms pointed to vesical or prostatic trouble, and yet 
entirely cleared up after the passage of a renal calculus. We 
also see many cases where we have distinct evidence that the 
trouble is renal, but have difficulty in deciding between tuber- 
culosis, movable kidney, moderate hydronephrosis and renal 
calculus. There are cases in which, while the evidence is 
good as to the nature of the trouble, there is diffteulty in de- 
ciding which kidney is affected. In these cases, we know the 
advantages of ureteral catheterization, and Dr. Leonard is 
doing good work in urging the importance of the use of the 
Roentgen rays in these cases. I think, however, that we must 
remember that while the evidence of the z-ray is so reliable 
when it is positive, especially when confirmed by successive 
examinations, that negative evidence even when constantly 
confirmed is not wholly to be relied on. Many stones have 
been removed from patients where with the greatest care the 
#-ray could not demonstrate them. It does happen occasionally 
that a stone is found which utterly escaped careful z-ray ex- 
aminations. One a-ray plate should never be relied on even 
for a positive diagnosis and certainly not for a negative one. 
I have not had much experience in the use of the a-ray for the 
discovery of ureteral calculi. 1 saw one case in the practice 
of a colleague in which the picture was positively conclusive 
and the caleulus was found exactly where the plate showed 
it, just above the brim of the pelvis. When the calculus has 
passed lower down into the pelvis, it is against a bony back- 
ground and the use of the a-ray is thereby interfered with. 
Considering the other means of locating ureteral calculi, I 
have found the seat of tenderness in these patients to be a 
very accurate guide to the location of the calculus. Here 
again, when the calculus gets past the brim of the pelvis, it 
is more difficult to make it out. The rectal and vaginal 
examinations should never be forgotten in attempting 
this localization. I have had one case in which a large 
calculus was easily located just above the vault of the 
vagina in a woman. Cases of renal calculi are not 
ordinary emergency cases; we have time to study the 
symptoms as the patient is in no immediate danger. In 
ureteral calculi, however, the condition may be much more 
urgent and it may occasionally happen that while a very 
serious condition of anuria exists the symptoms are utterly 
insuflicient to locate the caleulus which is causing the trouble. 
In such cases, we have a last resort in an exploratory opera- 
tion. With the abdomen open, the condition of both kidneys 
and of the ureters down to the bladder can be carefully studied. 
If calculi are found and located, they can often be intelligently 
operated on by an incision which reaches them from without 
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the peritoneum and the median incision into the abdominal 
cavity adds practically nothing to the risk of the patient. 
To illustrate this, I will recite briefly a case which has already 
been published, but which may not be known by many of 
my hearers: 

The patient was a man of advanced years who had during 
his life, at different times, passed calculi from both kidneys. 
At the time that I saw him, he had passed no water for six 
days, and the catheter introduced brought out one dram from 
the bladder. The pain in the attack had been so slight that he 
regarded it as a slight lumbago. There was no tenderness to 
be discovered and we had no guide as to the seat of the 
calculus. This was before the a-ray had been discovered. | 
did a median laparotomy, palpating the kidneys and the ure- 
ters. The right kidney was largely distended, but the left one 
was of normal size. I argued that the function of the right 
ureter had probably been interfered with years before, and 
that the left kidney, which was the useful organ, was now 

by a calculus. With great care, 1 palpated the whole 
length of both ureters and then making a lumbar incision on 
the left side palpated that kidney and ureter between my two 
hands, one inside and the other out. I still could find nothing 
and was obliged to desist, but expressed the opinion at the end 
of operation that it was quite probable that my manipulations 
would start the calculus and relieve the patient. This hope 
was realized. Within the next twenty-four hours the patient 
passed two gallons of urine. Subsequently, | pumped out his 
bladder and obtained the fragments of a calculus which my 
examination of the ureters had undoubtedly dislodged. An 
interesting feature of this case was that two months later 
I was summoned to him again with another attack of renal 
colic iocated distinctly in the left side. Remembering the effect 
of palpation before, I did the same again through the abdom- 
inal wall and as a result the pain entirely ceased within 
a few hours. The next day he passed a calculus very much 
larger than the one which I obtained after the condition of 
anuria. This method of treatment by massage over the ureter 
is worth remembering in connection with the passage of these 
calculi, and I have used it with apparent benefit in other 
cases. 


Dr. E. Biasucci, New York City—It would not be wise on 
my part to say anything on the subject under discussion were 
it not for the opportunity it gives me for some consideration 
on suprapubic cystotomy. At the present status of surgery 
the after-treatment of this operation is still a matter of serious 
consideration, owing to the difficulty we find in draining the 
urine out of the severed bladder and thus prevent the infil- 
tration of it in the Retzius space and the pericystic connective 
tissue. Syphon-shaped tubes inserted through the wound into 
the bladder act merely as drains, and they can not accomplish 
the task of maintaining the bladder empty, which is the first 
requirement to avoid infiltration. 

The causes of disturbance in bladder syphonage are only two, 
namely, encroachment of the bladder mucosa on the syphon 
eyes and penetration of air into the tube, both occasioned by 
the excessive action of the syphon. It follows, then, that the 
stronger the aspiration power of a syphon is, the higher the 
pressure of the urine must be to detach the bladder wall from 
the opening of the tube, and the larger the quantity of liquid 
that a syphon can discharge in the time unit, the easier for the 
air to penetrate the tube. Therefore, the ideal syphon for 
bladder drainage should be one in which the aspiration power 
is reduced to a minimum, in order to collect in the time unit 
exactly the same quantity of urine discharged by the ureters. 

On this principle I have devised an apparatus whose dis- 
tinctive characteristics permit it to accomplish the real action 
of a syphon. It consists of a rubber tube of five millim. caliber 
with very solid walls, divided into two parts: a short or vesical 
branch (B) and a long external one (F). The vesical branch 
has four large holes at its extremity (A) and carries an oval- 
shaped collapsible balloon with a small tube (C) to inflate it. 
The external branch carries at its end a glass bulb (H) with 
a very small opening at its upper part (G). The two branches 


are connected by a T-glass (D) whose third branch (E) is 
used for irrigation. The vesical branch is introduced into the 
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cavity with the balloon collapsed; the balloon is then inflated 
through the small tube and this tied. The edges of the blad- 
der and abdominal wounds are sutured close around the tube. 
The excessive length of the tube is cut off, the external branch 
connected and the syphon put into action, injecting liquid 
(through E). The glass bulb, immersed in a vessel contain- 
ing sublimate solution, is placed one foot below the bed level. 
A roller bandage placed under the horizontal branch of the 
T tube prevents the lateral displacement, the bending and 
occlusion of the vesical branch. Owing to the great difference 
in size between the external and internal openings of the 
syphon, the aspiration power is reduced to a minimum, thus 
preventing the encroachment of the bladder mucosa to the 
internal opening of the instrument and the rushing of air 
through the wound and bladder into the syphon. 

The inflated balloon kept adherent to the anterior wall of 
the bladder by the weight of the external branch keeps the 
viseus slightly distended and immobile, thus assisting the 
healing process. Furthermore, it checks hemorrhage, keeps 
the instrument in place by its own weight and prevents any 


filtration of urine through the wound, in case the action of 
the syphon is disturbed. Clots, shreds and detritus gather 
in the bottom of the glass bulb while the urine flows slowly and 
steadily through its upper opening. 

I do not usually keep the syphon in place longer than three 
or four days, the time necessary to have good granulation of 
the surrounding tissues protecting against the infiltration of 
urine when the tube is removed. By removing the instrument 
at the proper time, the healing process is generally very 
active, and I have seen patients urinate through the urethra 
the very first day the bladder was freed from the instrument. 
In my last case complete cure was obtained on the tenth 
day, and I do not see any reason why I should recur to primary 
reunion of the wound, if I can obtain the same result with a 
safer method. 

Dr. J. S. Horstery, El Paso, Tex.—Dr. Cabot mentioned a 
case of renal calculus that finally cleared up on the passage of 
a stone. There is also a large class of cases that is very 
difficult to diagnose, for they often have the classical symptoms 
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of renal calculus without any stone. I had such a case three 
years ago in a woman fifty years of age on whom I operated. 
About nine months before the date of operation, she developed 
attacks of nephritic colic which were very painful, occurring 
at first about every week and later much oftener. A short 
while before the operation she was having several attacks in a 
day, the pain being on the left side in the back and radiating 
down toward the pelvis. There was constant tenderness over 
the left kidney. The urine contained albumin, pus and blood; 
also some hyalin casts and a quantity of renal and pelvic 
epithelium. Several months before the operation she 

a uric acid calculus. The case seemed so typical that I ad- 
vised operation. No skiagraph was taken as an z-ray ap- 
paratus was not available in El Paso then. On cutting down 
on the kidney it was found to be large, probably twice its nor- 
mal size, tightly bound by adhesions and higher than normal. 
The kidney was finally delivered in the wound, but no stones 
were found, although an incision was made into the renal 
pelvis which was thoroughly explored with the finger. The 
wound was treated openly and the kidney drained, the re- 
sulting fistula closing in a year. From the time of the opera- 
tion till now the patient has never had another attack of 
nephritic colic. 

Dr. A. J. Ocnsner, Chicago—In discussing Dr. Leonard’s 
paper I wish to emphasize the value of the segregator invented 
by Dr. Harris of Chicago, which is thoroughly reliable if it 
is carefully applied. I have used it in a large number of cases 
and the reason I speak of it at this time is because it sup- 
plants in almost all cases the catheterization of the ureter. 
I believe that the ureter is an exceedingly delicate apparatus 
and that except in very rare instances it is not wise to meddle 
with it. In any case it is not proper if it can be avoided by a 
simple and harmless machine like the Harris segregator. 

As to the skiagraph for diagnosis in calculi of the ureter, 
my personal experience has been unsatisfactory, I believe, be- 
cause it requires an expert to do the work. My work was 
done by one of the best men in Chicago, but whenever he has 
demonstrated the presence of a calculus it has usually been 
absent, and vice versa. The day before I came to this meeting 
he had trated two beautiful calculi in the ureter. We 
had all a diagnosis of appendicitis. The skiagraph was 
one of the most perfect I had ever seen. Notwithstanding the 
fact that I felt positive the patient was suffering from appen- 
dicitis I made an incision along the line of the left ureter. 
| made a thorough search for the calculi, which I finally found 
in the mesentery. The patient had tubercular mesenteric 
glands which had undergone calcareous degeneration. It 
seems that in order to be of positive diagnostic value the 
skiagraph should show the outline of the kidney itself very 
definitely, and on this the distinct shadow of the calculus. 

[ consider Dr. Andrew's paper one of great value, although 
[ am not a competent judge because I have never considered 
the sybject from this standpoint. We should bear this paper 
in mind and should study the conditions he has introduced. 
With the operation of prostatectomy by the perineal route I 
have had a most satisfactory experience in a number of cases 
since 1 have come to appreciate a few relatively simple con- 
ditions. It is, of course, necessary to have the bladder in as 
nearly an aseptic condition as possible at the time of operation, 
and to have the general condition of the patient improved as 
far as this can be accomplished before the operation. 

I have made the horseshoe-shaped incision through the peri- 
neum, described by Zuckerkandl, through which the lower end 
of the prostate gland can be exposed perfectly. There will be 
considerable bleeding from the internal pudic arteries unless 
they are grasped with artery forceps before they are cut. 
These vessels are ligated and the lower surface of the pros- 
tate gland is thoroughly exposed by blunt dissection. The 
wound is now held open and an ordinary sharp cat’s-paw re- 
tractor is hooked into one of the lateral lobes of the gland and 
the latter is drawn downward. The capsule of the gland is 
then incised on each side of the middle portion and then first 
one and then the other lobe is enucleated to a point near the 
middle, which is léft until the last because the veins in tis 
portion give rise to a considerable amount of hemorrhage un- 


8 
te 
A 

=) } 


1030 


less they are with gauze. If this portion is left 
until last it can at once be compressed with gauze and in 
this manner the entire amount of hemorrhage can be reduced 
to a minimum. In separating the middle portion care should 
be taken not to injure the anterior portion of the urethral 
canal. The points I desire to emphasize are: 

1. The prostate should be well exposed. 

2. It should be drawn down with sharp cat’s-paw retractors. 

3. The capsule of the right and left lobes should be freely 
incised, 

4. They should be enucleated to a point near but not into 
the middle portion which should be enucleated last, care being 
taken not to injure the anterior portion of the urethra. 

By observing these precautions this operation can be made 
relatively very safe and easy. 

Dr. James E. Moore, Minneapolis—Following the example 
of the other gentlemen, I shall limit my discussion to one 
paper, that of Dr. Andrews. The matter of prostatectomy was 
before us at the meeting of the American Surgical Association 
last week and it is a real live topic. We owe much to Dr. 
Andrews for demonstrating that the size of the prostate is not 
the whole cause of obstruction and I have a number of post- 
mortem specimens which show this to be a fact. Clinical evi- 
dence of obstruction is not always in proportion to the size 
of the gland and even contracted glands may give rise to ob- 
structive symptoms. I believe the Doctor strikes the keynote 
of advance when he recommends partial prostatectomy. As 
time goes by we are able to get permission to operate on these 
patients at an earlier age and we shall then have to preserve 
the generative functions. It is possible to make a partial 
prostatectomy and keep clear of the urethra, but usually you 
want to open it. You can perform a partial prostatectomy and 
preserve the seminal duct. I believe we shall do this more 
and more in the future, but the urethra, as Dr, Andrews says, 
is almost always opened. I did a partial prostatectomy on one 
side last month, removing all of the lateral lobe on the left 
side but only a part on the right. The Doctor's attitude to- 
wards the proper route to take when attacking the prostate 
is ideal. We are not idealists except in theory =. we are 
very prone to go to one extreme or the other. t of our 
operations have been done suprapubically, but we do not do the 
operation very often because the patients die. The Doctor’s 
suggestion that we select the route particularly applicable te 
the case is a good one, but I am sure we are not going to be 
practical in this respect. I believe that the perineal route 
will be the route of choice in the future and to those who have 
not employed it I recommend it. You will find that instead 
of being a difficult and trying procedure it is a very simple one 
and you will be surprised to learn how easily you can remove 
the prostate this way. You can do it quickly and easily, which 
is a great advantage. The development of this branch of sur- 
gery was very beautifully demonstrated at the meeting of the 
American Surgical Association last week. Men who know the 
most about this subject spoke and they said their earty opera- 
tions were suprapubic, but they were not satisfied with this. 
Drainage is not satisfactory unless they made a perineal 
opening. Some of the cases died septic because there were 

holes through the bladder. We should attack it from be- 
low as it is not the bladder that is at fault. According te 
the experience of those gentlemen, they said the suprapubic 
route was unsatisfactory and they have begun to treat from 
below. All of them finally settle down to the fact that the 
route of choice was through the perineum because it avoided 
all the dangers of the bladder. This is an innocent organ and 
the lower operation is so easy of execution. 

Dr. James B. Buiiitt, Louisville, Ky.—In discussing Dr. 
Fuller’s paper, I would like to report one case in illustration, 
showing what serious things may result from pus being pent 
up in this neighborhood. The patient was a young man te 
whom I fell heir at the hospital and he was in a desperately 
ill condition. He entered the hospital a few weeks before, 
having been aspirated outside the hospital for retention of 
urine. After entering the city hospital he was again aspirated 
and gradual dilation of the urethra followed. The urethra 
became patulous, but dulness extended almost to the umbilicus. 
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The tumor looked like an over-distended biadder, but knowing 
that it was perfectly empty was evidence that the collection 
was extravesical and extraperitoneal. The situation of the 
puncture which had been made before gave some information 
and an incision above the pubic arch gave out pus. The blad- 
der had been dissected loose from its pubic attachments so 
that the finger went back against the rectum. On carrying 
curved forceps down, the perineum was made to distend. This 
place was selected for the incision and the opening was dilated 
with forceps. A drainage tube was passed all the way through. 
He made a very satisfactory convalescence and uneventful re- 
covery. The indications were so absolutely plain by the natu- 
ral course of the dissection of the pus that the blind finger 
readily found it. 

Dr. Jonn B. Murpny, Chicago—Dr. Andrews has outlined 
the perineal route which is the one of favor at the present time. 
There is an element in connection with the development of 
the urethra in enlargement of the prostate which must not be 
forgotten. In an enlargement of the prostate there is always 
an enlargement of the urethra and if you will notice the litera- 
ture you will see that there have been a number of perineal 
fistula. As the prostate enlarges the urethra enlarges and 
if a complete prostatectomy be done and the posterior urethra 
is divided and partially removed this will be very different. 
It is true, in making this dissection we avoid perineal fistula. 
I was surprised to find that there was a diminutive bladder 
formed outside of the urethra and when this was full the pa- 
tient would press on the perineum and empty the bladder. As 
to the incision, it must avoid a division of the septum. When 
the rectum is displaced forward a central division is made, but 
it is not necessary to attack the vessels in the middle of the 
prostate. I always divide far from the septum. In the four- 
teen operations I have done, thirteen were by the perineal 
route and the other one by the suprapubic. The enlargement of 
the so-called middle lobe is sufficient to justify its removal 
in some cases, but where I did this by the suprapubie route 
I was seven weeks getting the patient out of the hospital. The 
abdominal route requires a much longer period of convalescence. 
Drainage is very important in these cases. Hemorrhage may 
be controlled in two ways, by compression and by forceps. 

Dr. A. H. Fercuson, Chicago—Perineal prostatectomy is a 
live subject. I have discarded the suprapubic route and will 
not return to it unless I am stuck by the perineal route. The 
pathologic conditions that I have found have been interesting. 
{ make a perineal section, get the finger into the bladder, pass 
in the forceps, take the prostate out entirely or piecemeal. 
This is comparatively easy and simple. This operation should 
be done when the middle lobe is enlarged and the two lateral 
lobes are not. I have had enlargement of both lateral lobes in 
a number of cases with or without the enlargement of the mid- 
dle lobe and on these I operate by the median incision. Those 
large incisions going from one side to the other I don’t like, 
as the traumatism is too great. It is unnecessary to destroy 
the pelvic floor and in using hooks there is danger of getting 
into a plexus of vein. I put one finger in the rectum and pass 
the knife in until I touch the apex of the prostate when one 
sweep of the knife is sufficient. With a couple of retractors 
the structures are drawn laterally to each side. The finger is 
put in again and the enucleation is carried on. So soon as this 
is done sufficiently to use the forceps I do so. I then put in a 
sound and having gotten into the prostatic urethra I pass the 
finger into the bladder. You can enucleate with the finger and 
you can use your forceps to take it away piecemeal. You do 
not destroy the sphincter action of the bladder, but pulling it 
down with those hooks is dangerous. The reason Dr. Murphy 
gets a secondary bladder is because he gets a leakage from the 
first bladder. I have had 21 cases without a death or a bad 
result, the ages varying between 49 and 82. I have had them 
with stones in the bladder and all the other complications. 1 
operated on three cases at Quincy where I had no time to pre- 
pare for the operation. One case was where the testicles 
had been removed and one was in a man 82 years old with a 
hernia. I operated on the hernia first and then on the en- 
larged prostate. The other had been operated on by the supra- 
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pubic route. In none of my cases did I get a secondary bag 
in the urethra. In one case the urethra was very small. 

Dr. W. J. Mayo, Rochester, Minn.—I wish to add my testi- 
mony as to the value of the Harris segregator in cases where 
the bladder is fairly normal. I wish Dr. Andrews would go 
a little further into his results. As to Dr. Leonard’s paper, one 
point he brought out was that in a large percentage of cases 
the stone was in the ureter and not in the kidney. My own 
experience leads me to believe that this is true. As to the 
possibility of stone in the ureter resembling appendicitis, | 
have cut down once for disease of the appendix and found 
a stone in the ureter. 

Dr. Hven H. Youne, Baltimore—Dr. Leonard has brought 
out much valuable material and deserves great credit for the 
excellent work he has done with the a-ray. Calculi of very 
small size can undoubtedly be seen if the radiograph is pro- 
perly taken, and no operation should be undertaken in nephro- 
lithiasis without a previous 2-ray examination. But of even 
more importance is the cystoscope, in order to determine the 
presence of an opposite functionating kidney, which can take 
up the work of the two after operation. It is not necessary 
always to catheterize the ureters. If, with the plain cystoscope, 
we see blood coming from oné side and clear urine ejected at 
normal intervals and in sufficient amount from the other, we 
may be certain as to the affected side and the practically nor- 
mal condition of the other. But ureter catheterization, even 
in the male, is no difficult procedure, and it gives invaluable 
evidence as to the condition of the two kidneys which nothing 
else will show. In view of the fact that a caleulus which has 
completely blocked the ureter may lead to a gradual atrophy of 
the kidney without furnishing a single symptom of what is 
occurring, it is important, after the cessation of attacks of 
renal colic, to determine by the cyséoscope that the ureter is 
not blocked, the kidney functionating. If the ureter is blocked, 
operation is necessary to save the kidney from utter destruc- 
tion. 


Both the cystoscope and a-ray may occasionally lead to error, 
as in a case of mine in which the radiograph showed a stone 
in the right kidney and the ureter catheters obtained purulent 
urine from that side, but clear urine from the other. This cal- 
culus was removed, but the patient died of uremia, and autopsy 
showed a long kidney on the left side with a bifid ureter and 
two distinct pelves, in the upper of which was a stone tightly 
impacted and so high up that it was above the level of the 
w-ray plate. The ureter catheter had tapped the lower pelvis 
which was healthy, thus obtaining clear urine. But such cases 
will rarely occur. 

In the lengthy discussion which has already been given to the 
subject of the prostate, I am sorry not to have heard one word 
about the Bottini operation. We have heard nothing but pros- 
tatectomy. We are led to believe that this major operation is 
so free from danger that it can be performed on any and al! 
cases. 

There is no question but that radical enucleation of th. 
prostatic lobes can be easily done by both the suprapubic and 
the perineal route, and in suitable cases with perfect results. 
In fifteen prostatectomies I have had but one death, attribu- 
table to the operation, and in this case the patient had double 
pyelitis and should not have been subjected to so grave an 
operation. If we could get these patients early, prostatectomy 
would rarely be fatal and our results would be radically cura- 
tive. But we do not get thus. In eighty cases of hyper- 
trophied prostate which I have treated, the majority have 
been over seventy years of age, and often in such weakened 
condition that the mere anesthetic necessary for prostatec- 
tomy would almost certainly have killed them if the opera- 
tion had not. The failure to this fact has, in my 
opinion, been responsible for the high mortality shown by col- 
lected prostatectomy statistics. These statistics have been 
lost sight of in the recent wave of enthusiasm over perineal 
prostatectomy which has spread through our surgical com- 
munity, and this fad will surely have to answer for 
many deaths in the near future. Now, the Bottini operation 
is not an ideal procedure—radical removal of tumors is always 
the prettier operation. But the Bottini operation can be done 
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in a few minutes under local cocain anesthesia with the loss of 
but little blood and often none. The wound is sealed by the 
cautery and sepsis can rarely occur. The result is generally 
immediate; catheterization usually never being necessary 
after the operation. If careful cystoscopic examination has 
been performed the operation is no more in the dark than pros- 
tatectomy. 

I am not surprised that the cautery operation does not 
appeal to the general surgeon who has not had a chance to 
study carefully its workings and who does not often use the 
cystoscope. I, too, performed only prostatectomy until 
forced to use the Bottini by an encouraging literature, and the 
presence of desperate cases in very old men on whom I realized 
prostatectomy would mean certain death. I have now operated 
by electro-cautery on something over fifty-five cases with but 
three deaths, and in two of these pyonephrosis was present. 
The ultimate results have been excellent, often immediate, and 
some of the cures truly wonderful. The patient has frequently 
been out of bed on the second day and left the hospital in 
a week. I have had three patients over 80 years of age, nine- 
teen over 70, without a death. I feel certain that prostatec- 
tomy would have had a high mortality in these cases. There 
were also a number of cases of the small sclerotic variety in 
which the prostate was too dense to be enucleated and in 
which the simpler Bottini proved sufficiently radical. When 
I find a patient in fair condition for operation, and with an 
enucleable form of hypertrophy, | perform a complete prosta- 
tectomy and feel sure of perfect results; but when he is old 
and feeble I do not think I can in justice to him attempt 
such a major operation, when I know what splendid results can 
be obtained by the much less dangerous Bottini operation. 
The combined electro-cautery instrument (which I described 
in Tne JourNAL, Jan. 12, 1902) with its multiple blades make 
the procedure a very accurate and more certainly successful 
one than the previous single blade afforded. I am so thor- 
oughly convinced of the splendid results obtainable by the 
Bottini operation that I can not sufficiently express my dis- 
gust of those who, never having tried it and ignorant or wil- 
fully neglectful of its extensive and thoroughly convincing lit- 
erature, continue to condemn the procedure. Such men are 
perverters of scientific truth and a menace to surgical progress. 

Dr. Parker Syms, New York—When I first entered on this 
field of work there was scarcely such a thing recognized as peri- 
neal prostatectomy, most of the work being done by the supra- 
pubic route. My own impression was that the large mor- 
tality was due to too much being done to the patients at the 
time of operation and too much required of the patients dur- 
ing the period of convalescence. The journals are full of 
articles on perineal prostatectomy and I am delighted to see 
that the results bear out my. opinion of years ago. It is the 
safest procedure. As to the Bottini operation, it is certainly 
a thoroughly unsurgical procedure. It was definitely decided 
long ago that we must not do an internal urethrotomy on ac- 
count of the lack of safety to the patient. I believe that the 
perineal prostatectomy, as compared with the Bottini operation, 
is a radical permanent cure, while the Bottini is a permanent 
cure in only a certain proportion of cases. It so happens that 
I expect to do a prostatectomy if I can on a man who has been 
subjected to his fourth Bottini. He has undergone these 
operations at the suggestion of one who is most skilful and 
most renowned in this field of work. As regards mortality, 
I believe that when our methods are perfected and our personal 
experience has increased the radical procedure of removal of 
the prostate by enucleation will be found to be much safer than 
the Bottini operation. Whenever we have a patient and the 
question arises as to his ability to withstand a severe opera- 
tion we shall decide that the perineal is the least severe of the 
two. I am interested in the various methods proposed for 
perineal prostatectomy and especially in Murphy’s and Fer- 
guson’s work. Their results have been excellent. As to my 
own work and my own modification of the method, I aid the 
operation by the introduction into the bladder of a collapsed 
rubber ball attached to a long rubber stem. This is introduced 
into the bladder through an opening made in the membranous 
urethra. I dilate to about 2% inches, the stump is clamped 
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and the bulb acts as a retractor. This aids by pushing the 
prostate slightly downward and it also is a valuable adjunct 
to prostatectomy in that as fast as one portion is removed 
the side collapses. As to my results, I have operated on 20 
cases and not only has there not been any deaths but it has 
been without any serious impression whatever on the patient. 
My patients are up on the fifth day and are walking about on 
the sixth or eighth day. My final healing has been slow in some 
of the cases, but the men have been immediately relieved and 
there has been no case of sepsis. I think I am right in saying 
that there has been no case in which the man has not been 
much better 24 hours after the operation than he was one hour 
before it. 

Dr. Leonarp, in closing—As to the accuracy of the negative 
diagnosis by the Roentgen method, my diagnosis has been 
found incorrect in only 5 cases out of 254 examined. An 
error of less than 2 per cent. compares favorably with any 
other surgical diagnosis. In one case the calculus was in 
the upper calyx of the left kidney and was lost in the way 
Dr. Young described, through faulty technic, the plate was not 
placed high enough and the shadow of the calculus was cast 
above it. In the 4 other cases the calculus was so small 
that it subsequently passed. In no other case operated on has 
a calculus been found where a negative diagnosis had been 
rendered. In two or three cases the operator has failed to 
find a small calculus shown in the negative. The negative 
diagnosis has been confirmed by operation in 75 to 100 cases. 
The others have not been subjected to operation. The value 
and accuracy of the method is also attested by 14 cases in 
which this method has determined the exact location and size 
of small calculi and rendered an expectant line of treatment 
rational and safe. In these 14 cases the calculus was subse- 
quently passed without operation. To avoid the superposition 
of the calculus shadow over that of the bones the light is sent 
obliquely through the pelvic outlet. However, the calculus 
shadow can be detected through that of the bones since it adds 
density to that of the bone shadow. Small calculi may be 
erushed uring operative manipulations and overlooked. A 
positive diagnosis may thus be made to appear at fault. A 
Bigelow evacuator should be used before operating to see that 
the calculus has not entered the bladder, and after operation if 
the calculus is not found, as it may have been crushed and 
have entered the bladder. 

The cases reported by Dr. Mayo confirm the opinion ex- 
pressed that ureteral calculus can be easily mistaken for 
appendicitis, and show that where a doubt exists the Roentgen 
diagnosis should be employed. Urinary fistula, subsequent to 
a nephrotomy in which calculus was suspected but not found, 
have resulted in two cases in which caleuli were found by the 
Roentgen method blocking the ureter. 

Dr. ANpReEws, in closing—I would like to interest the gea- 
tlemen in this method of mine which I have tried three times 
and the technic as worked on the human subject must be 
modified as compared with animals. The incision differs very 
little from a perineal incision and extends a little further 
forward than Ferguson’s incision. I did not know how much 
of the prostate I cut away in some cases. It is not easy to save 
the internal pudic artery and those large branches running to 
the bulb. I was obliged by broad ligament forceps to clamp 
the whole urogenital floor. The three cases have recovered 
without the slightest bad effect. One case was one of total 
obstruction of long standing, but I have lost sight of the see- 
ond case. In the third case I removed one-quarter of the 
gland. The prostatic capsule seemed to open and | om sure 
that a great deal of the constriction had been removed. I 
believe our efforts should be not to avoid destruction of the 
urogenital diaphragm or pelvic floor which is formed largely 
by the levator ani muscle. We should intentionally destroy 
on one side and in front. Your pelvis drops, your retropros- 
tatic pouch is abolished and this is a very curative element. 

Dr. Futter, in closing—Most of the discussion has turned 
to the prostate and this is certainly a more burning point than 
the paper I read. I am extremely glad that the genera! pro- 
fession are waking up to do something for prostatic hyper- 
trephy. I was sorry to hear Dr. Young speak against the 
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so-called furore. 1 suppose that one-half of the cases I have 


operated on have been bad cases; too bad, in fact, 
to warrant a radical operation. As long as the case lives and 
is not moribund I feel that prostatectomy is justifiable since 
death surely ensues if nothing is done. As to the Bottini oper- 
ation, the authority for the procedure is lessening in this 
country and in a little while I expect the procedure will become 
quiescent and remain so perhaps for another twenty years. A 
short time ago many proclaimed that stricture could 
be cured by electricity. Where are they to-day? You can 
get, many times, immediate results from the Bottini operation, 
but if you will follow your cases for months or a year or so 
you will find you did not get the good results you thought you 

As to the method of taking out the prostate, I have 


for have sterile bladders? Ninety-nine per 
. have infected or putrid bladders. If you do not drain the 
bladder I think it is risky. In select cases where you have 
a clean bladder it may be safer to avoid draining it. Some of 
the gentlemen have condemned suprapubic prostatectomies. | 
have probably done as many as anybody and I do not get a 
high death rate. In my last 18 perineal prostatectomies | 
have lost but one case. I, however, do suprapubic prostatec- 
tomy more frequently than perineal prostatectomy. 

Dr. Munro, in closing-—I have tried various methods and | 
believe thoroughly in prostatectomy. It is an operation that 
has come to stay. At the Boston City Hospital at least 50 
of these operations have been done, and the results are grow- 
ing better all the time. I want Dr. Ochsner to leave Dr. Mur- 
phy’s operation and go back to the median perineal incision 
with enucleation. Almest any prostate can be removed in this 
way, | believe, but you must get your finger in the right 
layer. If you do so the hypertrophies will pop out. I want 
to suggest something to Dr. Young, who says that some eases 
are too sick to stand a prostatectomy. If he will drain them 
suprapubically for days, or weeks, if necessary, until the kid- 
neys get their balance, he will be able to do a prostatectomy 
without danger. The perineal or the suprapubic enucleation 
in suitable cases is so much better than the Bottini, frem the 
point of view of the general surgeon, that I am sure the latter 
will eventually become an operation of the past. 


TRAUMATIC RUPTURE OF THE ABDOMINAL 
VISCERA WITHOUT EXTERNAL SIGNS 
OF INJURY.* 
DANIEL N. EISENDRATH, A.B., M.D. 


My object in selecting the above subject fer this 
year’s meeting of the Association is to call the attention 
not only of surgeons, but also of the general praetitioner 
to the necessity of making an early diagnosis and insti- 
tuting prompt operative treatment in those serious 
injuries of the abdominal viscera in which there are 

ractically no external signs of trauma. Various terms 
_ been used for this condition, such as contusions of 
the abdomen, subparietal or subcutaneous injuries of the 
abdominal viscera or internal injuries. The term I have 
employed as the title of this paper seems to express the 
pathologie and clinical conditions better than any of 
the above. 

NEED OF BETTER DIAGNOSIS AND TREATMENT. 

It seems rather strange that so little interest, com- 
paratively ayy has been shown in the diagnosis 
and treatment of this class of injuries and so much in 
VY Read at the Fifty-third Annual Meeting of the American 
Medical Association, in the Section on Surgery and Anatomy 
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been interested in Dr. Andrews’ paper. I do not like, however, 
extravesical operations. The correct thing is to open the 
bladder rather than to spare it. How man tients that 
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those in which there are external signs, such as gunshot 
and stab wounds. It is to be greatly deplored that such 
cases are only too frequently, even at the present day, 
hastily examined, the diagnosis of internal injuries 
made and left to take their chances of surviving a peri- 
tonitis either from the escape of intestinal contents or 
infection of an intraperitoneal or retroperitoneal hema- 
toma or of succumbing to a gradually increasing inter- 
nal hemorrhage within a few hours. Many a life could 
have been saved which was sacrificed through careless 
and superficial examinations and diagnosis, or perhaps 
the lack of courage in performing an exploratory lapa- 
rotomy at the proper time. 


STATISTICS AS TO FREQUENCY. 


Various statistics show that these injuries of the 
abdominal viscera without external signs are almost 
twice as frequent both in civil and military practice as 
those due to penetrating violence. Edler in 1885 found 
that in 362 cases of injuries of the liver 184, or 50 per 
cent., were without external signs; 116, or 32 per cent., 
were gunshot ; and 62, or 17 per cent., were stab wounds. 
He also collected 160 cases of injuries of the spleen; 
83, or 51 per cent., were due to injuries producing no 
external signs; 42, or 26.2 per cent., were gunshot ; and 
35, or 21.8 per cent., were stab wounds. In 152 cases 
of injuries of the kidney, 90 were without external 
signs, 50 gunshot and 12 stab wounds. The followin 
tables of Makins (St. Thomas’ Hospital, London), al 
Neumann (Friedrichshain, Berlin), will give an idea 
of the frequency with which the individual viscera are 
injured : 


Maktns (89 Cases). (54 Cases). 


Cases. Cent. Cases. Cent. 
35 or 39.3. Intestine ......... 21 or 388 
I MO ccscccess 21 or 23.5 idney .......... 16 or 29.6 
l5o0rl68 Liver ............ 6 or ll 
10 or 11.2 — 4or 7.4 
ceankeneé 4or 56 ver and Spleen 4or 74 
Mesentery ........ 3or 3  Omentumand Uterus 


Spleen and Kidney. 2or 3.7 
SURGICAL ANATOMY. 


It will be seen that ruptures of the kidney and intes- 
tine form over 60 per cent. of the total according to 
these statistics taken from two different hospitals. This 
is to be explained partly by the surgical anatomy and 
partly by the most frequent varieties of trauma which 
produce these injuries. In regard to the former (sur- 
gical anatomy) it may be said that the intestines lie in 
close contact with the greater portion of the abdominal 
wall, especially the jejunum and ileum, which are most 
frequently injured. The duodenum lies very deeply 
in the abdomen and is fixed at its junction with the 
jejunum. The ascending and y nell sem colon lie well 
protected by coils of small intestine. The stomach 
when empty lies like the duodenum at the back of the 
abdomen and is little exposed to .“ . When dis- 
tended it is far more so, although the ligaments sus- 

nding it will qe of a great range of motion. The 
dneys lie well behind all of the other viscera, being 
separated from them by peritoneum. They are very 
insecurely suspended, their chief fixed point being at the 
hilum through the unyielding renal vessels. On the 
side and behind they are poorly protected by the quad- 
ratus lumborum and transversus abdominis muscles and 
floating ribs. On the inner side they are in close con- 
tact with the resistant transverse processes and bodies 
of the vertebra. The liver and spleen are fairly well 
protected by the bony thorax. both lie in close 
contact with it, being separated in part by the ¢ia- 
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phragm and lungs. The spleen has a greater range of 
motion than the liver on account of the greater length 
and elasticity of its ligaments. The liver is a more 

ed organ, its supports being firmer and shorter. Its 
large size, friability and greater fixity render the liver 
a liable to injury. The pancreas and gall- 
bladder lie so well protected that they are comparatively 
infrequently injured. For a similar reason the ureter 
has often escaped injury when the kidney has been ex- 
tensively torn. The bladder is covered by peritoneum 
only in part (fundus and posterior wall), it being to 
a considerable extent an extraperitoneal viscus. It is 
very firmly attached to the symphysis pubis so that frac- 
tures of the pelvis are frequently complicated by a 
rupture of the bladder, almost fevariahiy extraperi- 
toneal. The bladder when distended rises out of the 

Ivis and lies in close contact with the anterior abdom- 
inal wall. 

MECHANISM OF INJURY. 

The manner in which the force acts is either directly 
or indirectly. In the former case (direct) it is of im- 
portance to obtain a history of whether it was a circum- 
scribed (kicks, blows, falls upon objects) or a diffuse 
force (run over, crushing injuries, etc.). The cireum- 
scribed is more likely to rupture hollow viscera like the 
stomach, intestine or bladder. The diffuse more fre- 
quently causes a rupture of the solid viscera like the 
liver, pancreas, spleen and kidne There are, of 
course, exceptions like yp Fs case, where a hammer 
was thrown at a boy’s abdomen, rupturing the spleen. 
In general, however, the above division will be of con- 
siderable value in diagnosis. In 20 cases of circum- 
scribed force, 13, or 65 per cent., had perforation of in- 
testine. In 28 cases of diffuse force, 15, or 53 per cent., 
had intestinal lesions (Neumann). In 33 cases of rup- 
ture of the liver treated by laparotomy which I col- 
lected, 16 were due to a crushing injury (diffuse force), 
% to a kick or blow (circumscribed force), and in 8 it 
had oceurred after a fall. In 47 cases of rupture of 
the spleen it was due to a circumscribed force (kick, 
blow or fall upon some object) in 25, to crushing in- 
juries in 11, and to a fall from a height upon the feet 
or buttocks in 11. In injury by indirect force the or- 
gans most frequently affected are the liver, spleen and 
kidney. This occurs after falls on the head, buttocks 
or feet, the organ following the line of action of the 
force and then in rebounding being torn, as frequently 
occurs in the case of the liver, at the attachment of its 
ligaments or as in my cause of traumatic displacement 
of the kidney from its surrounding connective tissue. 

In direct action of force the injury may occur in one 
of three ways: (a) crushing, (b) bursting, (c) tear- 
ing. In the first variety the viscus is crushed between 
the force and some resistant part of the body (spinal 
column, pelvis) or an object (a wall. ground, etc.). 
This is by far the most frequent manner in which the 
viscera are ruptured. The second variety, that is, burst- 
ing, occurs less often than was formerly believed. The 
organ is distended to its utmost through pressure and 
then gives way. The third or tearing occurs when the 
viscus is torn at its point of attachment, for example, 
rupture of the intestine at the duodeno-jejunal junc- 
tion, rupture of liver along suspensory ligament, rup- 
ture of stomach along lesser curvature. 

It is an inexplicable clinical fact that the same 
amount of force may produce the most serious lesions in 
one case and none at all in another. This should, 
however, not give a false security and permit taking too 
great a chance with an expectant treatment. When 
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statistics like Makins’ (St. Thomas Hospital, 1889-98) 
show that out of 292 cases of abdominal injuries (with- 
out external lesions) of all degrees of severity there 
were 89 or nearly one-third of ruptures of viscera and 
Neumann’s (Friedrichshain, Berlin) 133 cases with 62 
ruptures, and if these are to be given any value, we can 
never fee] justified in treating every case by a waiting 
plan. 
PATHOLOGY. 

The pathology differs in the solid and hollow viscera. 
In the former the following may occur: 

(a) Subcapsular tears. Here the capsule is not torn. 

(b) Laceration of the parenchyma with tear of cap- 
sule. This may vary from a slight tear to deep ones 
completely dividing the organ. It may cause portions 
of the organ to be completely separated or may even 
reduce it to a mere pulp, especially in the kidney. 

(c) Rupture of the principal blood vessels of the 
viscus, resulting in rapid death. In general, if an or- 
gan is in a pathologic condition it is more liable to 
— (malarial spleen). 

n the hollow viscera, like the stomach, intestine, 
bladder (gall and urinary), bile vessels and ureter, we 
may have: 

(a) Simple contusion of one of the coats, especially 
the mucous, causing the formation of an ulcer (trau- 
matic gastric ulcer) and leading either to perforation or 
becoming an atrium of infection (traumatic appendi- 
citis). 

(b) Perforation immediately after the injury. The 
seat of oration is usually at the antemesenteric bor- 
der in the intestine; it may be a simple tear or a circu- 
lar perforation (the latter is especially frequent after 
horse kicks). 

Of 219 cases of injury to the alimentary canal, Petry 
found 172 were in the small intestine, 26 in the large 
and 21 in the stomach. The wound does not close in 
the majority of cases because the mucosa prolapses 
between the edges. Rarely it becomes adherent to the 
adjacent viscera. In the bladder the tear is usually 
vertical and through all of the coats. In the intra- 
peritoneal variety. which is by far the most frequent, 
183:119 (Rivington), 90:45 (Mitchell-Alexander), 
the tear is at the fundus or on the posterior wall. The 
extraperitoneal variety is often complicated by a frac- 
ture of the pelvis (in 169 cases collected by Bartels, 109 
times), and the situation of the tear varies somewhat 
with the point of fracture, being most frequent around 
the neck of the bladder. 

COURSE AND SEQUEL. 

The course of these injuries, if not treated, is as fol- 
lows: 

(a) Small tears in the solid viscera may heal with- 
out further symptoms. 

(b) Deeper tears either continue to bleed until the 
patients die of acute anemia or a clot may close the tear 
temporarily or permanently. In the former case the 
bleeding recurs through the dislodgment of the clot 
from days to weeks after the injury. For permission to 
publish an example of this termination, I am indebted 
to Dr. M. L. Harris of Chicago. On Dec. 3, 1900, 
Mrs. B., aged 20, was thrown violently against some 
object during an explosion. She was admitted with 
symptoms of rupture of the liver and although critically 
ill for a few days, the expectant treatment was con- 
tinued. She improved so much after the fifth day that 
she was allowed to sit up on the eleventh day. She 
was taken with sudden epigastric pain and died in a 
few minutes. At the autopsy the abdomen was filled 


RUPTURE OF THE ABDOMINAL VISCERA. 


Jour. A. M. A. 


with clotted and fluid blood which had escaped from a 
ragged (114 inch long) wound of the liver. 

In 143 cases of death from rupture of the liver, hem- 
Te was the cause in 59 (Mayer-Bryant). But when 
the bleeding stops permanently the patient is still ex- 
posed to danger from infection of the clots through mi- 
gration of bacteria through the intact intestinal wall 
in the case of the liver and spleen or in intraperitoneal 
rupture of the kidney. In addition to the latter, the 
sequele of injury of the kidney are hemorrhage into 
the perirenal tissues, with subsequent suppuration, 
blocking of ureter (pyonephrosis or hydronephrosis), 
chronic nephritis (1 observed this in one case 30 years 
after an injury) or displacement of the kidney. The 
following case, which occurred in my practice, is an 
example of the latter. A boy of 14 fell on the buttocks ; 
hematuria for two days, accompanied by severe pain 
over right lumbar region. The hematuria ceased, but 
pains over right side of abdomen and a feeling as if 
something fell inside of him. I saw him on account 
of the latter symptoms two weeks after the injury and 
found the right kidney distinctly palpable and displaced 
downwards. This was verified at subsequent nephro- 
pexy. Out of 67 deaths due to rupture of the kidney, 
collected by Kiister, 5 died of shock and collapse, 30 of 
hemorrhage, 27 of suppuration, 3 of chronic nephritis, 
and 2 of calculi. 

(c) In the hollow viscera the possible terminations 
if not operated on are: 

1. In injuries of the gall-bladder and bile vessels, 
escape into the peritoneal — If, as is usually the 
case, the bile is aseptic, it simply accumulates or causes 
an adhesive peritonitis. Usually cholemia or secondary 
infection causes death. Out of 34 cases collected by 
Courvoisier 22 died. 

2. In the alimentary canal peritonitis develops early 
after perforation has occurred; it is more likely to be 
fatal after escape of intestinal than of stomach con- 
tents into either the general peritoneal cavity or into 
the retroperitoneal tissue (ruptures of duodenum). 
Out of 160 cases of rupture of the small intestine 11 
recovered (10 with formation of fecal abscess and one 
closure of perforation by omentum). ‘The remainder 
died of septic peritonitis. Of 26 perforations of the 
stomach 13 recovered spontaneously and 13 died. In 
the case of the stomach there are a number of cases 
where an ulcer was formed. In the case of the appen- 
dix the development of an abscess, etc.. must be due to 
the formation of an ulcer with subsequent infection. 
That there is such relation of trauma to appendicitis 
is now well recognized (Neumann, Korte and Shot- 
muller) and is illustrated by the following case: About 
three years ago I was asked by Dr. H. 8. Barnard of 
Chicago to see a case with the following history: A 
butcher, soon after falling or stumbling against a large 
block of wood upon which the meat is cut, experienced 
a sharp pain in right iliac region where he had been 
struck by the edge of the block. I saw him five days 
later, and confirmed the diagnosis of appendicitis and 
at operation found the gangrenous appendix lying al- 
most free in an intraperitoneal abscess cavity. 

3. In the three verified cases of rupture of the ureter 
(Poland, Mackenzie and Morris) there was extravasation 
of urine around the kidney in two and into the peri- 
toneal cavity in the third. 

4. In ruptures of the bladder not operated on the fol- 
lowing occurs: In intraperitoneal rupture peritonitis 
develops on the second or third day. In the extraperi- 
toneal variety there is after about the same lapse of 
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time an infection of the cellular tissue (perivesical 
phlegmon). The urine of a normal individual is ster- 
ile, but soon after becomes infected through the use of 
the catheter, which is unavoidable in these cases. 


SYMPTOMS AND DIAGNOSIS. 


One of the most difficult problems in the first hours 
after an injury to the abdominal viscera with slight or 
no external signs, is to determine whether the case is 
one of simple contusion of the abdominal wall alone or 
of rupture of one or more of the viscera. It may be 
said at the beginning of this portion of the subject 
that there are no truly pathognomonic symptoms. The 
primary shock may be very severe and all of the early 
symptoms point to a serious injury, and yet they may 
gradually pass away. On the other hand, one meets oc- 
easionally with cases which begin in an apparently mild 
manner, and yet inside of 24 to 48 hours the most 
grave ery: may appear and intervention be of 
no avail. It is just this deceptive character of the symp- 
toms which has so greatly retarded the general knowl- 
edge of these conditions. It has caused many a surgeon 
or general practitioner who erred on one side or the 
other to hesitate to intervene. 

There are certain cases in which, in the early hours, 
it will be almost impossible to make the distinction. 
There are, however, a large number of cases in which a 
careful analysis of the symptoms will enable one to 
arrive at a definite diagnosis sufficiently early to be of 
aid in the treatment. There are four possible condi- 
tions in which we find the patients: 

1. Marked primary shock symptoms from which the 
patient never recovers, death ensuing in a short time 
after the injury. 

2. Marked primary shock symptoms which pass im- 
perceptibly into those of internal hemorrhage, either 
terminating fatally within a few minutes to hours, or 
continuing and giving rise to local signs of injury. 

3. Marked primary shock symptoms, which graduall 
clear without any local sign of injury having } ac wm | 

4. Cases in which there are practically no signs of 
shock or only very slight at first, but in which local 
signs of peritonitis or of injury to one of the solid vis- 
cera appear, within a few hours, accompanied by gen- 
eral symptoms of internal hemorrhage. If in any case 
the primary shock symptoms have passed off and the 

tient’s condition does not improve in spite of stimu- 
ants, ete., and especially if the local signs of injury to 
be mentioned below appear, there must be an injury to 
one of the viscera. 

A thorough knowledge of the mechanism and path- 
ology of abdominal injuries is absolutely necessary in 
order to interpret the symptoms. In addition to the 
above general symptoms of shock and internal hem- 
orrhage there are certain valuable local signs. A con- 
venient division of these is that first proposed by Eichel, 
into: 

1. Those cases in which symptoms of injury of the 
alimentary canal predominate. 

2. Those in which symptoms of injury of the genito- 
urinary system predominate. 

3. Those in which the signs of internal hemorr 
predominate. 

At the bedside one often meets with combinations of 
these, but the grouping is of considerable interest in 
studying the symptoms and attempting to make a diag- 
nosis of the particular organ injured. An accurate his- 
tory should be obtained in every case of the exact man- 
ner in which the injury occurred. It assists greatly in 
conjunction with the local symptoms in making a diag- 
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nosis. Only a small proportion of the cases show a 
superficial bruise, and one should not place too much 
stress on their presence, since the injury may be on the 
opposite side of the abdomen. The only exception is 
in the case of the intestinal injury, where the point of 
impact, as indicated by a superficial mark, often corre- 
sponds to the seat of injury. Makins found this to be 
true in nine cases. 

The symptoms of injury to the alimentary canal are: 

1. Pain, frequently well localized, more often diffuse. 
Constant and very severe, as a rule. 

2. Tenderness, localized, corresponding to the seat of 
injury. 

3. Vomiting, if from injury to stomach is bloody, 
if due to small intestine is frequently bilious. If so 
and present early, it is of great value in diagnosis of an 
injury. 

4. Rigidity of the abdominal wall. According to 
some, pathognomonic of injury (Trendelenburg). Ac- 
cording to Thomen, present in only 6 out of 20 cases. 
Of some confirmatory, but not to be regarded as of 
pathognomonic value. 

-e Pulse usually above 100. Temperature of little 
value. 

6. A fixed area of dulness. If it accompanies above 
signs, it is of value. 

7. Symptoms of peritonitis appear within a few hours 
in cases of intestinal, but later in stomach perforation. 

8. History of violent blow on front of abdomen, espe- 
cially if applied over small area, less frequently one of 
crushing injury. 

9. General symptoms of shock vary greatly. 

The symptoms of injury of the genito-urinary sys- 
tem are: 

1. Pain, as a rule in lumbar region, if injury to kid- 
ney or ureter. Of a boring character. Radiates down 
along ureter into testicle. If an injury to bladder pain 
referred to lower part of abdomen. 

2. Tenderness over kidney (lumbar) region on pres- 
sure or over bladder. 

3. Deep-seated hemorrhage in subcutaneous tissue 
around kidney. 

4. Hematuria. May denote only simple contusion 
or grave injury. Latter if it persists. If the injury 
to the kidney has resulted in a‘tear of the ureter or a 
tear of the peritoneum there wil! be no hematuria, only 
symptoms of internal hemorrhage. Such may rapidly 
lead to death. In bladder injuries only slight amount 
of blood in urine, but have constantly a desire to urin- 
ate without being able to do so. 

5. In renal or ureter injuries. sooner or later, forma- 
tion of atumor. Present in 12 out of 26 cases ( Morris). 

6. Oliguria or even complete reflex anuria. 

7. Later symptoms.  Perinephritic suppuration. 
hydronephrosis or pyonephrosis, chronic nephritis. 

8. Evidences of displacement of kidney. 

9. In bladder injuries, if intraperitoneal, within one 
or two days symptoms of peritonitis. In extraperitoneal 
tears evidences of dulness above the pubes fixed or 
bulging toward rectum at base of the bladder. Later, 
signs of pus around bladder. 

10. Catheter can be introduced easily in rupture of 
kidney and get considerable blood. In rupture of blad- 
der can pass catheter easily, but obtain only smal! 
amount of blood. In rupture of urethra can not cathe- 
terize; blood spontaneously. Injection test for 
rupture of bladder of Jittle value. 

11. Much shock in kidney injuries, as a rule, but 
little in bladder. 
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12. History of fall or blow on loins in kidney, or 
a kick over the pubes or crushing injury across pelvis 
in bladder, injuries. 

Cases in which symptoms of internal hemorrhage pre- 
dominate will be found more or less characteristic of 
ruptures of the liver or spleen or of the intraperitoneal 
ruptures of the kidney (see above). 

1. Pain over the splenic region and localized tender- 
ness in injuries of the spleen; same over the right hypo- 
chondriac region radiating to the shoulder in those of 
the liver. 

2. Evidences of dulness in flanks, changing with posi- 
tion and over the lower part of the abdomen. 

3. Symptoms of shock mixed with those of anemia. 

4. Frequent accompanying fractures of ribs. 

5. Symptoms of peritoneal irritation (rigidity of ab- 
dominal wall). 

6. Icterus, when present, is of great value. 

Injuries of gall-bladder and pancreas have no charac- 
teristic symptoms. Escaped bile will occasionally cause 
peritonitis. Injuries of pancreas cause shock and local- 
ized pain over epigastrium. Late results are formation 
of cysts. 

The following cases will serve to illustrate the above 
three groups. For permission to publish those which 
did not occur in my own practice I am indebted to my 
colleagues, Drs. Halstead, Van Hook and Leeming of the 
Cook County Hospital. 


Alimentary Canal.— (Dr. Halstead’s case.) Boy of 14, while 
riding bicycle ran into tree, handle striking him in abdomen. 
Seen 6 hours later, vomiting, tympanites, rapid pulse, tender- 
ness diffuse, especially over right side. Laparotomy. Sutured 
perforated colon ascendens. Recovery. 

Genito-Urinary System.—Fracture of spine and rupture of 
kidney. (Dr. Van Hook’s case.) While stooping, weight of 
elevator cage came down on back. Unconscious for ten min- 
utes. Unable to use legs. Entered with great pain in back 
and abdomen. Rounded tender mass in left lumbar region. 
Urine contains much blood. Nephrotomy (Dr. Halstead.) 
Laceration of lower half of kidney (left). Tamponed. Re- 
covery. 

Intraperitoneal Rupture of Kidney.—(Dr. Halstead’s case.) 
Male of 27 run over by wagon. Severe pain in right umbilical 
region. No hematuria. No vomiting. No external signs of 
injury. Immediate laparotomy on account of symptoms of in- 
ternal hemorrhage. Much free blood in peritoneal cavity. 
Lumbar incision showed large hematoma around right kidney 
and rupture of same. All clots removed. Tamponed. Re- 
covery. 

Extra-Peritoneal Rupture of Bladder.—(Author’s case.) 
Boy of 5 run over by car passing across pelvis. Seen 26 hours 
after injury. Dulness from umbilicus to anterior superior 
spine of ilium on each side; can not catheterize. Injection 
test deceives. Few drops of bloody urine. Suprapubic in- 
cision. Bladder wound sutured. Pelvic drain around bladder 
of gauze. Traumatic rupture of urethra treated by perineal 
section. Fracture of pubes. Recovery. 

Rupture of Spleen.—(Illustrating group in which internal 
hemorrhage symptoms predominate. Author's case.) Boy of 
16 had monkey-wrench thrown at splenic region. Signs of 
primary shock lasted ten minutes, followed by those of increas- 
ing anemia and peritoneal irritation. Tympanites, no vomit- 
ing. Anemic, pulse rapid and soft. Dulness in flanks and 
lower half of abdomen changing with change of position. Ab- 
domen uniformly rigid and tender, especially left of umbilicus. 
Laparotomy ten hours after injury. Large amount of intra- 
peritoneal hemorrhage, clotted and fluid. Rupture of spleen 
near lower pole. Splenectomy. Death on third day of anemia 
and septic peritonitis. At time of operation also found tear of 
omentum. 


Rupture of Liver—(Dr. Leeming.) Man caught between 
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wall and wagon, crushing body across the abdomen, causing 
pain in epigastrium, tenderness, rigid abdominal walls and 
some tympany. Restless and anemic. Laparotomy on fourth 
day. Much bloody fluid free in peritoneal cavity. Large tear 
in liver. ‘Tear sutured. Diet two days later. 

The above cases illustrate all of the different modes 
of injury except a fall which produced rupture of the 
abdominal viscera without external signs. They also 
show the necessity of early diagnosis and prompt opera- 
tive treatment. 

(The conclusion of Dr. Eisendrath’s paper next week will be 
followed by Dr. Coffey’s paper and the discussion on both.) 


PRINCIPLES CONTROLLING OPERATIVE IN- 
TERFERENCE IN HETEROPHORIA.* 


E. J. GARDINER, A.B., M.D. 
CHICAGO. 

Nothing is more gratifying and satisfactory to the 
student than to group together certain phenomena of 
constant occurrence and, by the synthetic method, make 
a generalization that will be applicable to all cases that 
present these phenomena. A generalization is a very 
comfortable instrument of thought, and like mechanical 
devices it is a saver of time and of a multitude of pains. 
But the task that has been allotted to me deals with con- 
ditions so complex, and is fraught with so many diffi- 
culties, that to lay down any set of principles that will 
govern, without many exceptions in the multitude of 
varieties under which these interesting anomalies pre- 
sent themselves, is next to impossible. No generalization 
that I know of fits the condition. We are, therefore, con- 
strained to apply such knowledge as we have gathered 
by personal observation and experience to the particular 
case under consideration. As corroborating testimony to 
this statement may be adduced the widely different views 
set forth in the numerous contributions to the literature 
on this subject, which have been published in the last 
ten or twelve years. Who, after reading these articles, is 


not } re nat with a feeling of despondency akin to that 
of Tantalus in his discouraging labors? The only con- 
clusion to be drawn is either that all roads lead to 
Rome, or that some of us have mistaken the city. From 
those who find in grxiony | the only cure for hetero- 
phoria, to those who claim that any surgical interference 
is bad, there is a broad field where many shades of opin- 
ion grow and flourish. 

In view of this diversity of honest opinion and con- 
sidering the difficulty inherent in the subject, it would 
be an act of temerity on my part to attempt to lay down 
any set rules or seg governing the operative treat- 
ment of heterophoria. I will, therefore, limit myself to 
setting down those principles that have guided me in 
treatment of these anomalies and on which the ex- 
perience of the last twelve years has made but slight 
modifications. I might as well state at the onset that 
my rule is never to operate until all non-surgical pro- 
cedures have failed. If it is deemed that considering 
the title of this paper I dwell at unnecessary length on 
the non-operative methods of treatment, be it remem- 
bered that upon a distinct and definite recognition and 
appreciation of existing conditions on the one 
side, and of the effects of the non-operative treat- 
ment on the other, depend the conclusions upon 
which are based the principles that govern in the opera- 
tive interference. 

* Read at of the American 
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THE PATIENT'S HISTORY. 

Careful inquiry into the patient’s antecedents, his- 
tory and habits and general condition should be the 
starting point of the examination. Neurotic ante- 
cedents should be carefully noted and hysterical ten- 
dencies, if existent, should be carefully recorded. The 
condition of other organs should receive attention, 
whether the patient has been afflicted recently with ex- 
hausting diseases or with diseases liable to affect the 
ocular innervation. Nervous prostration is an important 
factor, and the effects of la grippe on the eye muscles, 
especially the interni, has impressed me very strongly. 
A nivel exophoria I have eer | seen concomitant 
with and persisting after an attack of grippe. That the 
anomaly was caused by the disease I have been able to 
demonstrate in a number of instances in which the eyes 
had been examined for other ocular disturbances, and the 
muscular balance recorded as normal. The manner 
in which the eyes are used, both as to time and light, 
habitual position of books or work, should be ascertained. 
The conjunctiva should be carefully inspected, to elim- 
inate conjunctival asthenopia. The ophthalmoscope 
should reveal any intra-ocular disturbances. 


EXCLUSION OF ERRORS OF REFRACTION. 

The examination for errors of refraction should be 
exhaustive, and the test glasses should be the method 
exclusively relied on. In all cases the muscular balance 
should be tested previous to correction, both for distance 
and in accommodation. If heterophoria is detected, the 
muscular power should be tested at the same time. In 
simple lateral deviations, especially where distant and 
near points are not in harmony, the laws governing the 
relative range of accommodation and convergence should 
be carefully considered. Examination under full my- 
driasis should be made in all cases under 45. Atropin 
to be used up to 35, and homatropin to 45. If ametropia 
or anisometropia exist, full correction should be ordered 
and used for a period of at least three or four weeks, 
during which period the balance and muscular power 
should be repeatedly tested. This period is of the ut- 
most importance, for the results obtained are the data 
that determine the future management of the case. 
Without it no accurate knowledge can be obtained re- 
garding the tendencies of the muscles under the altered 
conditions, and any operative interference where these 
changes are not taken into account is, to put it mildly, 
injudicious. It is more than probable that quite a per- 
centage of the unsatisfactory results of operation are 
due to a mistaken zeal for operating before the correc- 
tion of the ametropia has had a chance to manifest its 
results. 

Close observation during this period will also enable 
us to determine whether the defect is due to muscular 
redominance or to weakness of the antagonist. By this 
is meant that it does not necessarily follow that an eye 
is deviated toward the preponderant muscle. As illus- 
tration, take a case with adduction 20 and abduction 
ual to 8, the externi are normal, the interni weak. 
et in this case there was esophoria of 2° for distance 
and exophoria of 5° for near. (No hyperphoria could 
be detected.) Close attention to these details will not 
only reveal some most interesting anomalies, but will in- 
dicate the way to relieve the distressing symptoms fre- 
quently associated with them. This period will also fre- 
quently reveal the fact that the asthenopic symptoms 
were not caused by the heterophoria, and that the read- 
justment of convergence and accommodation under 
proper ametropia correction is all sufficient. Where the 
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symptoms are due to heterophoria and improvement is 
noted, the prism exercises and electric treatment should 
be pushed without hesitation. A cure will be secured in 
the vast majority of cases by this method. But a mi- 
nority remains; it must be considered, and cured if pos- 
sible. Operation is usually effectual, and when properl 
performed is free from the dangers frequently imput 
to it. 

Hyperphoria is not only the most fruitful source of as- 
thenopia, but a decided disturber of lateral balance; it 
is further distinguished by being the most difficult form 
of heterophoria to reach by orthoptic exercises. When 
it is due, as it is in — instances, to ametropia, proper 
correction may promptly do away with the symptoms 
and eventually with the defect. Considerable relief is 
experienced by correcting prisms, in some instances, but 
where the is more than 2° or 3°, and not marked 
enough to interfere with binocular vision, and have the 
patient suppress the image of one eye, I have found that 
a carefully performed graduated tenotomy will, as a 
rule, cure the defect. One whose valuable contributions 
to the literature on this subject I have always read with 
much interest and profit, in criticising the operative 
treatment of heterophoria, reported a case illustratin 
the dire effects of tenotomy for hyperphoria—a case o 
overeffect of 9°—a flat failure where the last condi- 
tion of the man was worse than the first. But is it fair 
to judge of an operative procedure by such a gross over- 
correction? No valuable conclusions can be drawn from 
the recital of one case, but as illustration of the bene- 
ficial effects of a tenotomy, and as a companion piece for 
the above picture referred to, I ‘will report one from my 
rather scanty list of graduated tenotomies: 

Case 1.—H. S., aged 19, was brought to me in the spring 
of 1892. He gave the following interesting history: Student 
in Yale; always enjoyed good health; family history negative; 
no bad habits, training then for tennis; contracted measles, 
which ran a regular course, but left him very debilitated and 
with a persistent cough; consulted New York physician, who 
advised him to go south and rest; improved; returned to col- 
lege, but found that he could not use his eyes and began to 
suffer with severe pains in his legs and extreme exhaustion on 
the slightest exertion. A neurologist, after careful examina- 
tion, informed him that there was nothing organically wrong, 
and advised him to give up his college course and return to his 
home. He consulted Dr, McClelland, U. S. A., who referred 
him to me. He had been doing nothing for four months when 
I saw him. He complained of severe headache if he attempted 
to use his eyes, in addition to the pains in his legs, and the 
terrible feeling of exhaustion. The ophthalmoscope revealed 
nothing abnormal. Examination under full mydriasis re- 
vealed: Anisometropia R. H. 0.50, L. E. Hast, .050 ax. 105. 
V. 20/20—=R. Hyp. 3. Abd. & Add. normal. Prescribed full cor- 
rection of anisometropia for constant use: no relief; orthoptie 
exercises and electrical treatment daily: no improvement. In 
three weeks the hyperphoria has increased to 4 degrees. I gave 
partially correcting prisms with slight relief, but after three 
weeks there was no further improvement. Melancholia set 
in and it was impossible to rouse his interest in anything. 
July 28 I performed graduated tenotomy of R. superior rectus 
to Hyp. 1 degree. {n one week all the symptoms had entirely 
disappeared, and September 2 he reported that he had con- 
tinued perfectly well. R. Hyp. 1 degree. He returned to col- 
lege, graduated and is now engaged in active business, with no 
return of the trouble, 

Esophoria is, in my experience, one of the most trying 
and perplexing forms of heterophoria. When the degree 
of deviation is small it is usually not productive of any 
particular discomfort. When induced by hypermetropia 
ready relief is afforded by full correction. When the 
esophoria is sympt d in spite of total cor- 
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rection of ametropia, the problem becomes complicated 
and particularly so when the abduction power is normal. 
The relative range of accommodation and convergence 
plays in these cases a most important réle, and he who at 
the near point can not disassociate sufficiently his ac- 
commodation from his convergence, whose negative 
range of accommodation is too short, is in trouble. Over- 
correction of hypermetropia in young patients has not 
yielded very good results in my hands. Prism gym- 
nastics, os be done always at the 20-foot distance, will 
increase the abducting power, and if the interni are not 
standard they should come in for a share of the exercise. 
If in simple uncomplicated esophoria these methods 
should not give relief, graduated tenotomy is indicated. 
When there is slight esophoria for distance and exo- 
phoria in accommodation, and there is no hyperphoria, 
the case should be treated as a case of exophoria. In 
advising an operation for esophoria the patient should 
be warned that the trouble may recur. 

By the term exophoria is meant a divergence of the 
visual lines, both for distance and for the near point, 
usually accompanied by a preponderance of the externi 
over the interni. It is in our artificial city life, where 
most of the daily work is at the near point, one of the 
most common of the muscle anomalies, and it is unques- 
tionably an acquired difficulty in many instances. I re- 
fer to cases of uncomplicated exophoria. The term in- 
stfticiency of the interni seems to have fallen into dis- 
use in the last few years, but I know of no other that 
better fits many of the cases that we are called on to 
treat. Those cases in which for distance there is either 
orthophoria or slight esophoria, and for the near point 
exophoria exists, no hyperphoria to complicate the ten- 
dencies, are simply cases of internal insufficiency. I do 
not agree with those that hold that orthophoria for dis- 
tance is a disease. I have taken particular pains to test 
my orthophoric patients for their near point, and seldom 
exophoria was detected. This form of heterophoria is 
the most amenable to prism exercises, and it is seldom 
that an uncomplicated case does not yield to these meth- 
ods. But occasionally we encounter cases, especially 
where there is a marked preponderance of the externi 
that will not yield to non-operative methods. Operative 
interference is then indicated and usually gives excellent 
results. No form of heterophoria requires more patient 
attention to details, and operative interference should 
be resorted to only after most careful and persistent at- 
tention to the muscle powers. Experience teaches that 
many cases in which a marked exophoria exists for dis- 
tance, 4” or more increased for the near point to 
perhaps twice the amount are cured by persistent adduc- 
tion exercises with strong prisms. A certain percentage, 
however, is not cured by this method, and is cured > 
operation. What the particular characteristic or element 
is that renders one case amenable to treatment and 
another not (I am speaking of uncomplicated cases of 
true exophoria) eludes me; but the bizarre contradic- 
tions of muscle imbalance are ever a prolific source of 
surprises and disappointments, and I imagine always 
will be. The foilowing is a case in point: 

Caste 2.—Miss B. W., aged 23, was brought to me in Novem- 
ber, 1890, for the relief of intense headaches, which made their 
appearance two years previously. She had never been able 
to use her eyes with comfort for close work, but for the past 
year not only is she unable to read and sew, but vision at a 
distance, theater, lectures, etc., brings on the most excruciat- 
ing pain. The patient is a well-nourished, apparently strong 
young woman, but the constant pain in her head and back 
oblige her to sit most of the time with her eyes closed and 


THE CORRECTION OF HETEROPHORIA. 


Journ. A. M. A. 


her head rested in her hand. There is a history of nervous 
prostration and also history of having her field of vision be- 
come narrowed to a point and then vision was lost for a mo- 
ment, to return anon to a normal condition; no other history 
of hysteria; father and mother are strong and healthy. 

The eyes present nothing abnormal externally or by ophthal- 
moscopic examination. V.—=20/20, with .025 ax. 180 for each 
eye. Sees better. Hy. O. Ex 2/4 Abd. 7, Add. 18. Under atro- 
pin R. & L. +.050+-.025, 180, 20/20. I prescribed these glasses, 
gave iron, quinin and strychnin and began exercises with 
prisms and electric treatment. I informed the parents that 
I felt confident that this-treatment would bring about tne de- 
sired result, but if it did not, an operation might be indicated. 
Parents stated that under no circumstances would they con- 
sent to an operation. Feb, 18, 1891, Ex. 4, Abd. 10, Add. 25. 
(The exercises were done with prisms, base out. I could not 
get beyond 25 degrees.) The pain continues, electric treatment 
gives temporary relief, and 1 degree, base in, made reading 
somwhat more comfortable. March 10, pain continues, Ex. 
O, 5, Abd, 10 degrees, Add. 25. At the patient’s request, on 


_ April 8, I made a graduated tenotomy of the R. Ex. Rectus, 


and reduced the Ex. to 2 degrees. In five days Ex. O. 1, Add, 
45, Abd. Headaches have entirely ceased. Ten days after- 
ward she claimed to be entirely recovered and has remained 
perfectly well up to date, 


COMPLICATIONS. 


In the consideration of the three muscular anomalies 
hitherto discussed, I have purposely avoided mentioning 
the mixed forms. When hyperphoria of any considerable 
degree complicates either esophoria or exophoria. the 
question assumes an entirely different phase, and the 
greatest care is required to determine the actual cause of 
the asthenopic symptoms. Unless the lateral hetero- 
phoria is very pronounced and the muscle power very 
much out of balance, either through preponderance on 
one side or weakness on the other, the vertical imbal- 
ance should be suspected as the cause of the lateral de- 
fect, and the efforts for correction should be directed 
mainly to this point; not so exclusively, however, as to 
lose sight of the other anomaly, but bearing in mind 
that relief from the hyperphoria may entirely do away 
with the lateral disturbance, and will at least very much 
simplify the proposition. The same principles should 
govern in these cases. If operation is deemed necessary, 
it should be made for the relief of the hyperphoria. 
The remaining lateral imbalance should then be treated 
as simple exophoria or esophoria. 


THE GRADUATED TENOTOMY. 

The operation that I have found best suited for the 
different forms of heterophoria is the graduated ten- 
otomy, described by Dr. George Stevens, and the instru- 
ments best adapted for its accomplishment are those de- 
vised by him. The operation should be performed with 
full antiseptic precautions and under local anesthesia 
(cocain). I have never attempted a graduated tenotomy 
under general anesthesia. I operate in my office so that 
I am able to control the effect by subjective tests. The 
technic of the operation differs in no way from that de- 
scribed by the different writers on this subject. With the 
speculum in place, holding the lids well apart, the pa- 
tient looking in the direction opposite to that of the 
muscle to be cut, the conjunctiva and the capsule are 
seized with the forceps, and a small opening made, ex- 
posing the insertion of the tendon in its central part, 
the tendon is grasped with the forceps, and its insertion 
to the sclerotic severed at the central portion. From this 
= the tendon is severed equally in both directions. 

patient is then to sit up, the Maddox rod is placed 
before the operated eye, and a test made to ascertain 
what effect has been produced. With this test as a guide, 
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the operation is continued until in the ju it of the 
operator another test should be made. If the result 
is satisfactory, the speculum is removed, the eye irri- 
gated with a saturated solution of boracie acid and a 
light bandage applied. 

Contrary to what I gather is the accepted rule ; I never 
aim to overstep parallelism, but rather stop short of it 
about one degree and trust to subsequent stretching by 

rism exercises to bring about the desired result. In 
lateral deviations one-half of the total amount is suffi- 
cient, leaving the residue for a future operation on the 
other eye. The advice given in one of the most popular 
text-books, to perform a full tenotomy, and if excessive 
effect is produced, to bring forward the tendon with su- 
tures, I consider dangerous. The very small conjunc- 
tival opening recommended by some operators, in my 
_—— does not only lack advantages, but complicates 
the operation by not allowing free drainage for the 
blood, which accumulates under the conjunctiva, and 
by enlarging that portion of the eye is apt to change its 
position somewhat, and thus render it difficult to accur- 
ately estimate the effect of the operation. The patient 
should be seen the day following the operation and sub- 
jective test made. If more effect is desirable gentle 
stretching by the use of prisms is to be done. No band- 
aging is necessary after the first day, except in the open 
air. 

But there is still a remnant, not a very large one, for- 
tunately. But we r from it more than the other 
ninety and nine. Who has not met with these trials in 
his experience and been driven to the verge of despair? 
Glasses, prisms, electricity operations, all fail to make 
those eyes agree to work together in peace and harmony. 
Woe unto the man who starts on an operation expedition 
with them. The bourne will never be reached, for in 
the words of one who was a poet and not an oculist : 

I've seen them crossed at every angle, 
Acute, obtuse and right. 
I've seen them lose in a hopeless tangle 
Their kinky lines of sight. 
But the genuine spiral cross has never 
Before been submitted to me, 
I’ve heard of it, read of it, dreamed of it ever, 
And now, ye gods, I see. 
SUMMARY. 

Study’ your patient thoroughly. Eliminate all ex- 
traneous causes. Correct ——— and anisometropia. 
It may be all that is required. If not, strengthen the 
Give these methods a fair trial. If in 
doubt, do not operate. If you decide to operate, use your 
scissors with care and with brains. 

34 Washington Street. 


THE PRINCIPLES CONTROLLING THE NON- 
OPERATIVE INTERFERENCE IN 
HETEROPHORIA.* 

S. C. AYRES, M.D. 

CINCINNATI, O10. 

The question involved in the principles controlling the 
non-operative interference in heterophoria is so com- 
plex and comprehensive that it would naturally be the 
subject for many papers, and an attempt to cover it all 
would be a disappointment and an impossibility in the 
limited time allowed. I need not tell this audience of the 
innumerable possibilities which may occur in a pair of 
eyes with their extrinsic and intrinsic muscles out of 
* Read at the Fifty-third Annual Meeting of the American 
Association, in the Section on Ophthalmology, and 
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gear, of the influence of age, temperament, health, 
mental and physical development. of the influences of 
domestic and business environment, and of the often 
vicious effects of school life, of the inexorable law of 
heredity or of the inherent weakness of the ocular mus- 
cles, of the numerous and complicated anomalies of re- 
fraction, of the influence of bad light and too much 
light, of the influence of the various trades and occupa- 
tions—lI need not tell you of these things, nor of many 
other considerations which naturally come to mind in 
considering this broad subject. In fact, heterophoria 
covers everything we are fighting to smooth down, abate 
and correct by general and local treatment and by me- 
chanical — and operative measures. 

In considering the subject of heterophoria we can not 
ignore the aggravating inconsistencies of comfortable 
ametropic eyes as well as of uncomfortable ametropic 
eyes. Consider for a moment the fact that the ma- 
jority of all persons have some ametropia, and yet they 
go through life without knowing it or suffering from 
asthenopia. Persons with muscular anomalies are also 
quite as common, esophoria, exophoria, hyperphoria, and 
yet they work and read and write unconscious of their 
defects. Hyperopia often exists but is not known until 

resbyopia comes on, and yet during youth and schoo! 
ife and adult life no complaint was made of the eyes. 
On the other hand, how slight are the anomalies of re- 
fraction which cause great discomfort. Hyperphoria of 
two or three degrees interferes with comfortable use of 
the eyes. Hyperopia of even 0.25 is a source of trouble. 
Slight disturbances of muscular balance cause distress 
and interfere with school and mechanical work. Why 
do these inconsistencies exist? Are the ‘eyes and their 
muscles responsible for all this distress, or is there some- 
thing behind them in the make-up of the individual ? 
To this we may say yes and no. We all see cases of low 
degrees of hyperopia in nervous children where the 
discomfort disappears after wearing glasses a while. 
The hyperopia still exists, but the need for them has 
. A change has come about in the child which 
enables him to dispense with the artificial aids. I tell 
parents that in some cases glasses are like crutches to 
the lame, only to be worn while the necessity exists. 

What is this something—this factor which causes 
slight muscular and optical errors to assume such im- 
portance? In the study of this factor will we find the 
underlying, dominating influence which will guide us 
in the successful treatment of these ever-present cases. 
It seems quite clear that there is a reciprocal influence of 
the eyes on the system and the system on the eyes. Both 
sides of this problem have to be studied. In many of the 
optical and muscular errors it can be plainly demon- 
strated that the eyes both directly and indirectly affect 
the general health. Nausea, anorexia, headache, indi- 
gestion, malaise and even mild cases of chorea are 
promptly relieved by properly adjusted lenses. On the 
other hand, anemia, impoverished blood, weak digestion 
and poor assimilation, neurasthenia, hysteria, uterine dis- 
turbances and many forms of disease undoubtedlv affect 
the eyes. In studying the principles which will guide 
us in the treatment of these cases we wil! find that it re- 
quires sometimes a simple and sometimes a composite 
treatment. It may be mechanical, therapeutic, surgical 
or hygienic. One or more of these methods may be nec- 
essary to guide the case safely over the rough waters 
which seem to surround many of them. We must neces- 
sarily study the case from various standpoints and ap- 
propriate such remedies or treatment as may be best 
suited to the special conditions under consideration. 
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The task assigned me is so broad I will, with your 

rmission, pass over the hyperphorias and consider 
briefly esophoria and exophoria, with special reference 
to the latter. The conditions we have most frequently 
to contend with are esophoria and exophoria. t us 
for a moment contrast the two. In the higher degrees 
of esophoria there is a vicious contest for supremacy on 
the part of the interni. It is the ins against the outs; 
it is brother against brother. When they should pull 
together in harmony the interni persistently do all they 
ean to discommode the externi and bring discomfort 
on the unfortunate owner of the contending eyes. They 
carry on this contest oe after year until the proper 
lenses are adjusted. In esophoria there is a natural 
tendency in the eyes, when the ametropia is corrected, 
to return to a normal muscular balance. When the 
strain on the accommodation and convergence is re- 
lieved the eyes are generally comfortable. Even in 
esotropia under correcting lenses the interni in time 
forget their vicious habit of converging and give up the 
fight and allow the eyes to assume a normal parallelism. 
Long years ago have we ceased to operate early on cases 
of squint, and why? It is because we have learned that 
it is sometimes corrected spontaneously without glasses, 
and even very high degrees of strabismus can be cor- 
rected with the aid of glasses if the parents of the child 
are willing to allow time enough. It takes years to do 
this, but the final result is far better than surgery could 
have accomplished. In exophoria the conditions are 
quite in contrast. The interni, weak and irresponsive, 
allow the eyes to diverge. Only under stimulation do 
they bring the eyes parallel, and then only to relax at 
once when the nervous stimulus ceases. In severe cases 
there is inability to produce binocular vision except 
under great muscular effort. This is not agreeable and 
hence the eyes naturally seek a position of rest, which 
is that of divergence. The correction of the ametropia 
steadies the eyes and aids very much in restoration of 
normal muscular balance. In the higher degrees, how- 
ever, something more is necessary; we must resort to 
measures to stimulate the interni. The first and most 
important measure for relief is the correction of the 
ametropia. This should be done under the influence of 
a cycloplegiac. the muscle strength should be carefull 
measured and suitable lenses, combined or not with 
prisms, prescribed. 

I have just said that the correction of the ametropia 
is the most important measure for the relief of the 
asthenopia. Of equal importance is the consideration of 
the physical condition of the patient. Especially is this 
the case with regard to boys nearing the age of puberty 
and girls approaching the menstrual period, when head- 
aches, anorexia, nausea and other symptoms prevent 
them from performing their often too exacting duties at 
school. The physical discomfort is out of all propor- 
tion to the optical or muscular error, and yet the suffer- 
ing is none the less real. I recall a typical case which 
I treated several years ago, of a girl of 13, with mod- 
erate astigmatism and esophoria, who suffered severely 
from asthenopia and was quite incapacitated for schoo] 
work. The menstrual function was not yet established, 
and she was suffering from the constitutional disturb- 
ances incident to that period. Her father, who was & 
warm professional friend of mine, was anxious about 
her delicate condition. I assured him she would recover 
and advised him to keep her out of school, to absolutely 
rest her eyes, to let her ride horseback, play athletic 
games and live out of doors as much as possible. The 
recovery came in a few months and was complete, but 
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it was not the correction of the astigmatism alone that 
cured her. Rest for the eyes is often quite as important 
as the adjustment of the lenses. The latter alone will 
not accomplish the desired end. The eye muscles, in- 
trinsic and extrinsic, require rest and time to recuperate. 

A year ago Dr. Gould told this section that “no finer 
problem or more complex one exists in medicine than 
this of prescribing glasses in exophoria.” ‘The condition 
is one which requires constant care and more personal 
attention than other anomalies. With esophoria cor- 
rected and the relations between convergence and accom- 
modation adjusted, the ceaseless motions of the eyes dur- 
ing working hours do the rest. Esophoria becomes or- 
thophoria. 

While it is true that slight degrees of exophoria do the 
same under the steadying influence of correcting lenses, 

in the higher degrees something more must be done. 
lax interni must be stimulated by the use of prisms, 
and this must be kept up until there is a restoration of 
the normal balance in the muscles. It has been my 
practice in these cases to order weak prisms, 1 or 2 de- 
, bases out, for constant use. If astigmatism or 
yperopia exist they are corrected and combined with 
the prisms. In addition to this, prism exercise is begun 
and catried out daily, the seances lasting about five min- 
.utes three or four times a day. For this purpose prisms 
of 10 or 15 de are ordered. I direct the patient to 
look at a candle which is placed on a table or bracket 
so that the flame is about on a level with the eyes or 
slightly below. Then the patient approaches the candle 
until he can see singly through the prisms. He then 
walks backward until he sees double ; then comes forward 
until he has single vision, and then again walks back- 
ward. Then I instruct him to look to the right or left 
and back to the candle. If he sees double he again 
approaches the candle and then retreats. In this — 
wer to fuse the images at a longer distance is gained. 
aving the candle fixed and the patient free to move 
at will is much preferable to the gradual withdrawing 
of the candle while he sits or stands. I can better 
illustrate what I am to say by a typical case. Two years 
ago I began treating a pale-faced, delicate boy of 13, 
whose general appearance showed him to be badl 
nourished. He had severe headaches and could not rea 
even five minutes. He had diplopia for the distance, 
but it was not so annoying for the near. Vision perfect 
in each eye with + cyl. 0.5. He had ex. 11 degrees with 
adduction of only 4 degrees. He was ordered +- cyls. 
0.5 > prisms 1 degree, bases out for constant use and 
prisms 15 degrees in frames for exercise. In a short 
time the diplopia disappeared, his general health im- 
roved from his out-door life, and in less than a year he 

d practically orthophoria for near, and for the past 
year has studied without interruption from his eyes. 
The improvement of his health, the constant use of the 
prisms and daily prism exercise brought about the de- 
sired end. 

In contrast with this case, a healthy, well-developed 
boy of 12 has had annoying asthenopia for two years. 
R. E. Em. L. H., 0.75 V. = 1. There is Ex. 18 de- 
grees, add. 6 degrees. He was ordered prisms 1 degree, 
bases out, for constant use, and 15 degree prisms for ex- 
ercise. Six months later he had add. 20 degrees, and the 
asthenopic symptoms were practically gone. He still 
continued the use of the prisms for exercise, but dis- 
pensed with them for constant use. For a year past he 
has had no trouble in studying. 

Let us take one more advanced in years. Mrs. P., 
33, had exophoria 10, add. 8, abd. 12, with H. 0.5 
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each eye, V. = 1. When first seen in 1893 she was 
wearing a = of prisms 2 degrees, bases in, prescribed 
for her a few months before. They gave her no relief, 
in fact, made her worse. I then reversed the prisms, 
placing them bases out. Her condition began to im- 
prove, and two years later she had orthophoria. Here 
was a case for surgical interference, but excellent results 
followed the use of the prisms. Since then her pres- 
byopia has been corrected from time to time, but she 
has comfortable eyes. It was exophoria of nervous 


origin. 
iss ——, 35, suffering for months ; with as- 
thenopic symptoms, headaches and neuras a. There 


is Ex. 20, add. 5. Has diplopia for near and distance. 
Reads with one eye at a time by holding the other one 
closed. Refraction is M. 3, 5 — — cyl. 0.5 R. and L. 
with perfect vision. It was a tempting case to operate 
on, but this measure was declined. Prism exercise was 
— and persisted in faithfully at home and at my 

. In less than a year orthophoria was restored and 
the asthenopic symptoms disappeared and have not re- 
turned since, now about seven years ago. This might 
properly be called a case of hysterical exophoria. Had 
a tenotomy or an advancement been made when the 
symptoms were at their worst, we can only surmise what 
her condition would be now that her muscles have re- 
gained their normal balance. 

I have a delicate girl of 14 under my care who has an 
enormous exotropia. I can not measure the divergence, 
nor can I produce diplopia, so great is the inco-ordina- 
tion of the eyes. Yet the vision of each eye is perfect 
with + cyl. 0.5. At first she could only converge for a 
few seconds, now she has gained considerable power. 
She ought to quit school, but she begs to stay for fear 
she will drop behind her class. She should live on a 
farm and do the work of a country girl and leave her 
books in the city. A year or two there would improve 
her physically and mentally. Is this a case for opera- 
tion? I think not. Time and physical development and 
the exercise of the interni will do much for her. It ma 
take two or three years to cure her, but I think she will 
enme out with comfortable working eyes. Later on, if 
this treatment is not successful, operative measures 
can be resorted to at any time. 

In 1895 I had a patient, 33 years of age, a v 
man, filling a responsible position in a large manufactur- 
ing plant in the south. He was very neurotic and was 
worked down by long application. He had M. 6 D. in 
each eye with practically perfect vision. He was suffer- 
ing from pain in the eyes and blepharos There 
was Ex. 4 degrees with add. only 6. I tried the effect 
of prisms and recommended rest and an ocean voyage. 
Instead he went to a fashionable summer resort and, of 
course, came home without benefit. He returned to his 
pes and tried to work. In the following year I saw 

im again and his condition was unchanged. He was 
nervous, uneasy and restless, and his exophoria was in the 
same condition. I again recommended absolute rest 
of the eyes and an ocean voyage. He went to New 
York and took passage on a sailing vessel for San Fran- 
cisco, doubled Cape Horn, spending 120 days on the 
ocean before reaching his destination. He then crossed the 
continent, called on me on his journey to the south, and 
reported himself well. It is now six years since he made 


busy 


this trip and he is still at work. This is not a prescri 
tion to be given or taken every day, but it did work, 
and did it well. 


Other cases illustrating other of exophoria 
could be presented but time forbids. In brief, exophoria 
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is manifest in children in feeble and vigorous health and 
in persons of maturer years. It occurs in persons with 
myopia and hyperopia and astigmatism. Numerous 
eases could be recited showing the value of prism exer- 
cise in exophoria. It is one of the important factors in 
restoration of normal muscular balance. I am quite 
convinced of the value of the constant use of weak 
prisms, bases out, in these cases. While the prisms do 
much they can not be relied on for all. The condition 
of health should be carefully considered, as this is often 
the foundation of all improvement. Rest from school 
life should be insisted on in many cases. We give eso- 
phorics much time to recover in, often years, before 
operating. Exophorics are entitled to equal consider- 
ations if we can by delay bring about as brilliant and 
satisfactory results by so doing. Esophoria is active, ex- 
ophoria is passive ; the one requires relaxation, the other 
stimulation. In esophoria convergence and accommo- 
dation act together in excess. In exophoria accommoda- 
tion and convergence are separated by a hiatus which is 
supplied , A nervous impulse. It is not the eye muscles 
alone we have to consider, but the innervation behind 


(The discussion on the papers of Drs. Gardiner, Ayres, Jack- 
son and Gould will follow the papers of the latter two neat 
week.) 


APPENDICITIS FROM A PHYSICIAN’S 
STANDPOINT.* 
JAMES TYSON, M.D. 
PHILADELPHIA. 

Eleven years have elapsed since the first operation for 
appendicitis was done for me by an eminent surgeon of 
Philadelphia. The patient was a lad eleven years of age, 
who had had at least two previous attacks, and 
operation may be said to have been done after recovery 
from the second attack. It. was successful and the boy 
recovered without a bad symptom. Since then I have 
lost no opportunity to study the disease from a phy- 
sician’s standpoint and sought to gather some informa- 
tion whose application might save some of the lives 
which are still unfortunately lost by this disease. In 
the course of my observation I have noted the following: 
First, that there occur a certain number of cases so 
evident and decided that no one questions the propriety 
of operation. These cases are all characterized by the 
cardinal symptoms of sudden and severe pain, great 
tenderness in McBurney’s point, the rigidity of the rec- 
tus muscle, with or without tumor, with moderate fever 
and frequent pulse—these symptoms being permanent 
and uninterrupted until relieved by operation. Second, 
cases in which the symptoms remain permanent, al- 
though with diminished severity, subject to exacerba- 
tion, to which the term chronic appendicitis may be 
applied. Third, cases in which the symptoms abate 
and disappear, to remain altogether absent in a few 
cases, but recurring in many often with growing sever- 
ity until permanently relieved by operation or the vic- 
tim is carried off by a final fatal attack. 

INDICATIONS FOR OPERATION. 

The first category of cases requires no further refer- 

ence, as the propriety of operation is conceded by all. 

second category, that of chronic appendicitis with 
exacerbations, about which there is usually no uncer- 
tainty as to diagnosis, should give rise to no doubt as 

* Read at the Witty Meeting of the American 
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to treatment, although I regret to say there are still a 
few physicians who prefer to jeopardize the lives of 
their patients by deferring operations which should be 
done without delay. I do not think it necessary to con- 
sume time in giving reasons for this view further than 
that I have personal knowledge of a sufficient number 
of cases to justify this conclusion. 

On the third category, however, I propose to dwell 
a little longer. I allude to those cases in which a seem- 
ing attack of appendicitis is followed by apparent recov- 
ery. At the outset I announced the proposition that in 
all cases in which the actual and undoubted existence 
of an appendicitis can be shown, laparotomy should be 
done and the appendix removed, if the services of a 
competent surgeon can be secured. In making this an- 
nouncement I shall probably surprise some of my medi- 
cal friends, even a few surgeons. But I beg you will 
note again what I have said—the appendix should be 
removed in all cases in which the undoubted presence 
of an appendicitis is established and the services of a 
competent surgeon can be secured. I emphasize this 
statement because I believe, first, that the diagnosis of 
supposed appendicitis wherein operation has found a 
normal appendix has not been usually well founded, 
and, second, that a certain amount of reproach has been 
brought on the operation by incompetent surgeons whose 
inexperience has led to diagnosis which was thus un- 
a and whose technic has been for the same reason 

efective. 


THE NEED OF ACCURATE DIAGNOSIS. 


The diagnosis of appendicitis is not always easy. On 
the other hand, in my experience, it is often very diffi- 
cult. I will not take up the time of the Section at this 
hour in pointing out the conditions of a general or dif- 
ferential diagnosis, other than to say that unless such 
diagnosis is plain to both physician and surgeon, opera- 
tion should not be done. Not every case of pain and 
tenderness in the region of McBurney’s point is an ap- 
pendicitis, and, as I have said, it is the operation based 
on an imperfect diagnosis which finds a normal appen- 
dix, which causes men to say, on the one hand, that oper- 
ation was unnecessary ; on the other, that cases of appen- 
dicitis get well without operation. I do not deny that 
appendicitis may get well without operation, but I do 
say that if the instances to which I have referred are 
eliminated, the number of recoveries without operation 
will be greatly reduced, and in some respects the unfor- 
tunate event of finding a normal appendix will be much 
more infrequent. It is true that such an experience 
is more or less humiliating, and we can hardly blame 
the conservative physician who has not met many cases 
of appendicitis for saying: “I do not believe in the 
operation for appendicitis when the operator finds a 
normal appendix.” 

On the other hand, while I admit the possibility of 
spontaneous recovery from appendicitis, I believe that 
such cases are so infrequent that when taken in con- 
nection with the fact that every single attack of appen- 
dicitis predisposes to another and more serious one, and 
this second fact, that all the classic signs of an appen- 
dicitis may disappear and yet the appendicitis remain, I 
return to the proposition that the appendix in every case 
of well-founded diagnosis should removed in order 
to insure the life of the patient. 


AN ILLUSTRATIVE CASE. 


In confirmation of this proposition I relate the fol- 
lowing case: I was consulted by a lady of forty-six for 
recurring attacks of hepatic colic. That the painful 
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attacks were due to impacted gallstone is evident, be- 
cause there were not only the usual symptoms, but cal- 
culi had also been found in the stools on several occa- 
sions. On Saturday, February 22, Mrs. X. sent for 
me on account of one of her usual attacks of colic. 
Before I examined her, however, she said: “I have had 
a second pain, doctor, lower down.” On examination 
I found an evident hard swelling in the right iliac re- 
gion, exceedingly tender to touch, as well as actively 
painful. Appendicitis was at once suspected, but I was 
so sunpeind and knew, too, that the family would be 
so alarmed that I said nothing at the time. At a later 
visit the same day, however. I announced the fact, and 
then I learned that she had had at least two similar 
attacks, one in Paris and another in New York City. 
She was directed to remain in bed, to have ice continu- 
ye & sy to the region of the appendix, and to take 
no . I also arranged for a consultation with Dr. 
John B. Deaver for the next morning, but confess to an 
uncomfortable night, fearing I had put off the consul- 
tation too long. Fortunately, at our meeting we found 
the symptoms had abated, though still evident. and the 
diagnosis was confirmed. In view of the improvement 
the same treatment was continued. Each day found the 
symptoms growing less marked until the morning of 
Tuesday, March 4, which had been set for a final con- 
sultation, prior to operation, there seemed to me to be 
none remaining. There was no lump, no rigidity, no 
tenderness to any pressure which I could exert. The 
patient said that with the pressure made by Dr. Deaver 
she was just conscious of discomfort. The almost sim- 
ultaneous remark by both of us on leaving the room 
was: “Well, this attack is over.” The temptation to 
leave her alone was great. I recalled. however, the two 
previous attacks, and operation was decided on. It was 
done two days later. the removal of the appendix being 
preceded by that of the gall-bladder, which contained 
101 gallstones. The appendix was about three inches 
long and half an inch or more in diameter, nearly cylin- 
drical throughout. It was not adherent except by its 
normal attachments, but appeared distended. On being 
cut open it was found filled with white, creamy pus to 
the amount of at least a dram, probably two drams. 
The patient made a good recovery and from —— 
been a more or less constant sufferer is enjoying healt 
and life. Whatever doubt I may have had of the pro- 
priety of removing an appendix once diseased was re- 
moved by the narrow escape of this patient. At almost 
any time perforation might have occurred, succeeded 
by a fatal peritonitis. 

Again, I was consulted only a few days ago by a 
young medical friend, who first felt pain in the right 
iliac region about a year ago. Since then he has been 
conscious of discomfort in that quarter more or less 
all the time. Two weeks before he saw me he had an 
exacerbation, again the day before he eaw me and again 
on the same day. On the occasion of the attack two 
weeks ago he consulted a medical friend, who declared 
he had appendicitis, that he could feel the enlarged ap- 

ndix, and urged immediate operation. When I exam- 
ined him I could elicit evidence of tenderness at the 
edge of the rectus slightly above rather than at Mc- 
Burney’s point, but I found no other signs of appendi- 
citis. I sent him to Dr. Deaver, who found a loose 
kidney at the position indicated, but no appendicitis, 
and decided that the case did not call for operation. 
With the hint thus obtained, I was myself able to locate 
the displaced organ. Thus was an unnecessary opera- 
tion averted, and I believe many of the operations in 
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which normal appendices are found are thus imperfectly 
based. 


CONCLUSIONS. 


It is such experiences as these which have brought 
me to the conclusion that every case of appendicitis 
whose diagnosis is thoroughly established should be 
operated on, always, if possible, in the interval be- 
tween attacks. Of the diagnosis, however, we should 
be reasonably certain. In view of the occasional diffi- 
culties of diagnosis, it may =e now and then that 
a normal appendix is removed. But I have come to 
the conclusion, too, that it is better to have a few normal 
appendices removed than that one which ought to have 
come out should remain and cause the death of its 
owner. The appendix is not an organ of which we need 
be especially proud. It is useless and exceedingly vul- 
nerable and without powers of resistance when attacked. 

1506 Spruce Street. 

DISCUSSION. 

Dr. Cnartes G. Stockton, Buffalo—I can not refrain from 
saying a word on the subject. I wish to compliment Dr. Ty- 
son on his courage in attempting to classify appendicitis and, 
perhaps, his classification is as good as can be made. It seems 
to me that the classifications usually given are altogether in- 
adequate. I agree with Dr. Tyson in his statement that appen- 
dicitis should be operated on; I would like to go still further 
and say that it should be operated on immediately. I disprove 
of the delay of from twenty-four to forty-eight hours which 
some surgeons allow. For this delay physicians are often 
responsible. The danger lies in postponing the operation 
twenty-four hours. Either operate immediately or else do not 
operate till late in the interval, is a good rule. 

Dr. H. H. Wrrnerstine, Rochester, Minn.—I wish to con- 
gratulate the author of the paper for the position he has taken 
relative to appendicitis. To illustrate my ideas in reference to 
this disease I would like to relate two cases. A few months 
ago I saw a young lady who was suffering from intense pain in 
the region of the appendix and who had all the classical symp- 
toms of appendicitis. I recommended an operation at once. 
When the abdomen was opened it was discovered that she 
would not have died in that attack; it was a catarrhal condi- 
tion, not a suppurative one. A few days later I saw a young 
man who suffered in the same identical way. I also recom- 
mended an operation which was done thirty hours after the 
attack began. The appendix in this case was swollen and con- 
tained one or two drams of pus. These two cases were iden- 
tical; yet the first patient probably would have recovered from 
that attack without an operation, while the second would 
surely have died. We have no light at present by which we 
can determine at the beginning of an attack which case will 
and which case will not suppurate. Therefore, it is my judg- 
ment that every case should be operated on within the first 
thirty-six hours. If the operation is done thus early prac- 
tically all the patients will get well. Without rehearsing the 
differential diagnosis between appendicitis and the diseases 
for which it may be mistaken, I will say that with a careful 
examination the diagnosis in appendicitis ought to be reason- 
ably certain. With my experience before me I am strongly 
impressed that the error of delay is a most serious one. 

Dr, J. M. Anvers, Philadelphia—The classification Dr. Ty- 
son has given will serve as a working basis for the general 
practitioner. Every case in which the diagnosis is clear should 
be operated on at once. This is a lesson that we have been 
slow to learn and can not be too strongly emphasized. If there 
is the slightest doubt as to the diagnosis of appendicitis, and 
even if we think that we have made only a reasonably certain 
diagnosis of this affection, we should call to our aid a skilful 
surgeon. Without advising the family that an immediate opera- 
tion is demanded we can, and in such instances should, send 
for a competent surgeon. No matter whether in his judgment 
an immediate operation should or should not be done you have 
divided the responsibility and not failed in your duty. If a 
competent surgeon is not available, in a large class of cases 
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in which the operation is not performed immediately, or in 
which it can not for any reason be performed immediately, 
we should employ refined methods of diagnosis. My experience 
teaches me that when the local symptoms are comparatively 
mild and yet point to an attack of appendicitis, the blood exam- 
ination will show a mild leucocytosis. I want to state at the 
outset that the degree of leucocytosis by no means gives a 
clear, definite idea of the nature and extent of the pathologic 
change; in a general way, however, it can be relied on as a 
guide if the accompanying symptoms are carefully considered. 
If repeated examinations of the blood be made at short inter- 
vals in cases in which suppuration is present there will be 
found a rapid rise in the leucocyte count; if gangrene occurs 
the count rises more rapidly still. A notable exception to this 
rule is met in cases of perforation with associated evidences of 
generalized peritonitis. In such an instance, however, the asso- 
ciated symptoms will almost always serve as a guide. On the 
other hand, I have frequently found that a mild leucocytosis 
may rapidly disappear at the end of a day or two and, after 
a free purgation, the count will return to the normal. I ap- 
prove of an operation in cases of relapsing appendicitis. 
Finally, I hope that the internists, as well as progressive sur- 
geons, will soon learn this lesson; that all cases as stated by 
Dr, Stockton in which the diagnosis is clear, should be oper- 
ated on at once and thus decidedly diminish the mortality 
rate. 

Dr. Tyson, in closing—In the matter of classification I made 
no attempt to classify any other except those cases which came 
under my personal observation and which fell into one or the 
other of the three divisions. It is simply a working classifi- 
cation and most cases fall into one of these three categories. 

With regard to the time of operating, what was stated was 
based on the idea that surgeons still regard the risk of the 
operation less when done “in the interval” than during an 
attack and that, therefore, if an operation can be deferred 
with safety to the patient until the acute attack is over it is 
rather better to do so. 


THE SURGICAL RELATIONS OF TRAUMATISM 
OF THE PERIPHERAL NERVES.* 


HAROLD N. MOYER, M.D. 
CHICAGO. 
_ The title of this essay requires some limitation. It 
is not our purpose to deal with surgical operations on 
the nerves, nor with resections for the cure of neural- 
gia, but to consider certain diagnostic relations of the 
peripheral nerves in the treatment of injuries. 

A traumatism of the nerve is frequently overlooked. 
In an examination of an injured part the surgeon 
estimates the damage to blood vessels, joints, tendinous 
and muscular structures, but often fails to take into 
account the condition of the nerve; hence, a favorable 
prognosis is not borne out in the subsequent history of 
the case and the patient is dissatisfied. We have 
known of several malpractice suits due to a failure to 
estimate the injury to the nerves. All of these occurred 
in accidents involving the shoulder, in each case there 
was a dislocation without fracture, the bones were re- 
placed and the statement was made to the patients that 
in a few weeks they would recover. The resulting par- 
alysis of the nerve from direct contusion, or from sec- 
ondary inflammation resulted in a disability which 
lasted for many months. The prognosis of the surgeon 
not being borne out by the subsequent history of the 
case, led to the institution of a suit for malpractice, it 
being claimed that the surgical attendance was not what 
it should have been, when, as a matter of fact, it was 
= surgeon’s prognosis that was at fault. 

te surgery yecognizes the general principles in 
the treatment of the nerves in open wounds; a nerve 
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should be sutured if it has been divided. ‘The results 
of nerve suture, both primary and secondary, are good, 
the latter nearly as successful as the former, provid- 
ing too great a time has not ela from the time the 
nerve was severed. Primary union of nerves may take 
place in the lower animals. In man, at least, every 
section of a nerve results in degeneration. In the ma- 
jority of cases, the nerve regenerates, at least in part, 
and suture favors this regeneration. The bringing to- 
gether of the nerve sheath forms a sort of bridge that 
enables Nature to restore the interrupted pathway. The 
power which nerves have of regenerating is remarkable, 
and in some instances they are able to bridge a consid- 
erable space in the effort to unite the severed portions. 

The degeneration of a severed nerve is fully - 
nized in surgical practice, but it is not so generally 
known that simple contusion may have the same effect 
as severing the continuity of a nerve trunk. A con- 
tusion may abolish the function of a nerve for a short 
time. for some hours, but if the function is not restored 
within a comparatively short time, there may be a de- 
generation of the nerve the same as though it had been 
severed. Such degeneration is followed by a regenera- 
tion comparable in all respects to that which takes place 
after section. 

A peculiarity of nerve contusion is that it may lead 
to inflammation, and this, owing to the peculiarities 
of the structure of a nerve trunk, may result in what is 
really a pressure paralysis. A nerve trunk is surrounded 
by a connective tissue sheath from which septa extend 
into the interior, dividing it into numerous compart- 
ments. A nerve trunk of considerable size is made up 
of a number of bundles, each surrounded by a connec- 
tive tissue sheath, and from this, smaller trabecule 
support the smallest bundles. This strong fibrous sheath 

lays an important réle in the pathology of neuritis. 
The nerve, like other structures in the body, has its 
own vascular supply, its lymphatics, and also the spe- 
cial nerve supply which endows a nerve with local 
sensibility. A contusion often sets up a secondary neu- 
ritis ; there is a congestion of the nerve, cloudy swelling, 
edema and distension of the nerve sheath, which is an 
unyielding connective tissue structure. If the inflam- 
mation is of some severity, the swelling compresses the 
nerve fibers so that we have in addition to the neuritis 
the phenomena of pressure paralysis. 

It might be possible by splitting the nerve sheath to 
relieve this form of neuritis, just as improvement is 
obtained by splitting the capsule of the kidney in 
inflammations of that organ. The practical difficulty 
is that this neuritis commonly supervenes rapidly, or 

ressure symptoms are abrupt in their onset, and if t 

ast for a number of hours the nerve will degenerate. 

A rupture of a nerve, or its section in an incised 
wound, is almost always recognized at the time an in- 
jury is received. The effect on muscular power is so 
pronounced that a torn or lacerated nerve wil! prob- 
ably be recognized in almost every instance, but the same 
is not true of contusions. If of sufficient severity to ex- 
cite a secondary inflammation, the primary symptoms of 
contusion may be absent. and this is probably the mech- 
anism in the majority of cases. If there is no paralysis 
at the time the injury is received, it is often concluded 
by the surgeon that there is no injury to the nerve and 
that there will not be any. The paralytic phenomena 
due to neuritis, as well as the symptoms of the latter, 
are so obscured by the pain and swelling incident to the 
bone joint and other injuries, that they are overlooked. 
An additional factor is the fixed dressings that are often 
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necessary in the treatment of dislocations and fractures, 
by which the paralysis is completely concealed. 

It is of some importance to distinguish between the 
laceration or section of a nerve and simple contusion. 
We know of no accurate means, aside from actual in- 
spection of the nerve trunk, that enable one to do this 
immediately after the receipt of an injury, but within 
five or six hours it is usually possible to do so, as the 
contused nerve will have regained some power of con- 
duction, even though it ultimately loses that function 
due to a secondary inflammation. The importance of 
distinguishing between contusion and laceration relates 
to the treatment, primary suture being somewhat more 
successful than secondary, and s be employed. 
Mere contusion of a nerve, no matter how severe the 
subsequent neuritis, can never be aided by an operation, 
as the nerve sheath being intact, nothing that surgery 
can do will aid in the regenerative process. 

The diagnosis of nerve injury after traumatism is 
by no means simple. As we have said, a severing or a 
laceration is usually apparent in the loss of motility 
which occurs immediately after the accident. The same 
is not true of contusion. Here the loss of conductivity 
of the nerve may be transitory and at the time the case 
reaches the surgeon, if he does make an investigation 
of the condition of the nerve, he finds it apparently un- 
impaired. In the next few days a peripheral neuritis 
er | appear, with all the paralytic phenomena associated 
with it. 


It may be difficult in many injuries to determine the 
motility. In fractures and dislocations there is a limi- 
tation of voluntary contractions of the muscles. But 
it is always possible to determine the sensation of the 
skin, and, as a rule, we have an accurate means of com- 
parison in the uninjured member. Ordinarily an 
esthesiometer is recommended for this purpose; as a 
matter of fact a camel’s hair brush is by far the best 
instrument. We have seen a pin used, it being thrust 
somewhat deeply into the skin, the patient being asked 
if it is felt. This test is too coarse. In estimating the 
sensation of the skin, a pledget of cotton, or light brush 
easily discovers impaired sensation, even when it is not 
all lost. It is this lessening of the acuteness of sensa- 
tion which is of diagnostic importance. An accurate 
diagnosis of nerve injury is not so essential in the treat- 
ment, but it is of great importance in prognosis, as it 
is an awkward experience to tell a patient with a dislo- 
cation of the shoulder that he may look forward to a 
recovery in three or four weeks, when, as a matter of 
fact, five or six months elapse before he is able to move 
the elbow from the side. The electrical reactions fur- 
nish a valuable means of estimating the motor impair- 
ment due to these peripheral lesions, but they require 
a somewhat complicated apparatus, and furnish no 
more valuable data than does the simple testing of sensa- 
tion. It is the latter symptom that the physician should 
be constantly on the lookout for, and when it is found, 
a guarded prognosis should be given, as there is a 
prospect of nerve degeneration with its associated par- 
alytic phenomena. 

Injuries to the nerve, complicating fractures, are not 
very common, and when they occur the nerve is usually 
torn and there is often associated injury to the blood 
vessels and other soft parts, so that the vitality of the 
limb is seriously impaired, or an amputation is needed. 
In most fractures complicated by nerve injuries, the 
nerve is torn and consequently the extent of the injury 
is recognized. The violence which produces a fracture 
may cause a contusion of the nerve, just as the dis- 
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placement of the fragments may tear or contuse the 
nerve trunk. Associated injury to the peripheral nerve 
is, generally speaking, not common in fractures, but it 
occurs relatively with greater frequency in the arm than 
in other parts. The involvement of the musculo-spiral 
nerve in fractures of the humerus, is quite frequent. 
The ulnar nerve is commonly involved in fractures of 
the humerus near the elbow. 

In dislocations we have by far the largest number 
of complicating injuries to peripheral nerves. Espe- 
cially is this true of the shoulder joint. We are con- 
vinced that no favorable prognosis should be given in a 
shoulder dislocation until at least two weeks have passed, 
because of the liability of coincident nerve injury. We 
have seen a complete flaccid paralysis of all the muscles 
of the shoulder and arm result from a dislocation of 
the shoulder which had been promptly reduced. There 
was no regeneration in this case, and the patient two 
years after the receipt of the injury had a flail-like arm 
and not the slightest motion in any of the muscles o 
the extremity. This case was exceptional, and was 
probably due to a severe contusion of the brachial 
plexus, which caused an immediate complete flaccid 
paralysis. In this case there were no signs of neuritis. 
The four malpractice suits that have come under our 
observation were each of them connected with injuries 
to the shoulder. All of them were dislocations ; the dis- 
location was reduced, a retentive apparatus used and 
a favorable prognosis given. Secondary neuritis resulted 
in paralysis of the deltoid, and in some cases the other 
shoulder muscles. In every case there were adhesions 
in the shoulder joints. In one of the cases there was 
permanent impairment and in the others a fair recovery 
took place. In the favorable cases recovery was many 
months after the time that the physician had assured 
thé patients that they would be well. 

In dislocations of the shoulder the injury may be to 
any one of the nerve trunks which comprise the brachial 
plexus, consequently the distribution of the paralysis 
is varied. The most insidious is an injury to the cir- 
cumflex nerve. It results in paralysis of the deltoid; 
there is inability to carry the elbow from the side and 
there is always secondary inflammation in the joint. 
A degeneration of this nerve always means a partial dis- 
ability of some months. 

This injury to the circumflex nerve is readily over- 
looked. The deltoid alone is paralyzed. A want of 
motion in this muscle may not be discovered until the 
retentive apparatus is removed and all signs of local 
inflammation have subsided. If examined early a loss 
of sensation will be found over the deltoid region. In 
every case of shoulder injury the sensation of this re- 
gion should be carefully tested. If found diminished a 
guarded prognosis should be given. Involvement of the 
circumflex is by far the most frequent of all nerve in- 
juries about the shoulder and it is the most insidious. 
Dislocations occasionally may injure the sciatic, but 
this is exceptional. The same rarity of injury to the 
popliteal is noted in dislocations about the knee. In 
dislocations of the ankle and tarsus there is frequently 
contusion and inflammation of the perineal with par- 
alysis of the muscular group supplied by it. 

The so-called reflex paralyses due to joint injuries 
are still referred to in the text-books. The older writ- 
ers understood by this a secondary atrophy of the muscles 
above the joint, which they attributed to joint injury 
and its associated synovitis. In rare cases a contusion 
of an extremity will lead to a progressive muscular 
atrophy, involving all the muscles of the limb and later 
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extending to the trunk. These severe cases are excep- 
tional, but the paralysis of the segment of a limb after 
a blow upon the the joint is not infrequent. In speaking 
of them as reflex paralyses we are following an ancient 
nomenclature which was in vogue before our knowledge 
of the changes in the peripheral nerves was as complete 
as it is at present. It is probable that these reflex par- 
alyses are caused by a contusion of the nerve, and that 
the secondary atrophy and paralysis is due to the in- 
flammation of the peripheral nerve following the con- 
tusion. 

In the prognosis of nerve injury we can generally rel 
on the tendency which nerves have to ‘They 
do not do so in all cases, but in the majority; a muscle 
which has been paralyzed, due to a degeneration of its 
nerve, may be confidently looked upon to have a restora- 
tion of that function in time. A nerve regenerates at 
about a millimeter a day, providing its trophic center 
is intact. This, of course, varies with the individual, 
the state of nutrition and the local conditions. After 
some injuries, and not always the most severe, there is 
no tendency in the nerve to regenerate. Just why this 
is so we can not say. Many of these cases seem quite 
alike in their symptoms, the nature of the injury and 
the physical condition of the patient. The rule is that 
regeneration takes place. 

One may ask if Nature will restore the continuity of 
the nerve, what is required in the way of treatment, 
and will treatment be of benefit when the rate of re- 
generation is fixed within comparatively narrow limits? 
We anwer most emphatically that treatment is of great 
importance, as in all of these cases there are fibrous ad- 
hesions in the joint, about the tendons, and possibly 
in the muscular structures themselves, that seriously 
impair the movements of a joint, even if the nerve sup- 
ply is healthy. When a nerve has in part regenerated 
the first voluntary impulses that reach the muscle are 
very feeble. If adhesions in the joints or tendons are 
met with, these slight impulses may be futile in estab- 
lishing voluntary movement of the muscle. Conse- 
quently, a muscle may remain permanently out of use 
because of mechanical difficulty in responding to the 
slight impulses which are able to travel over a partially 
regenerated nerve. It has been experimentally shown 
upon animals that electricity and massage maintain to 
a considerable extent the nutrition of a muscular fiber 
that has been cut off from its trophic center. It is not 
probable that such treatment would maintain the in- 
tegrity of the muscle fiber if completely severed for a 
long time, but it hinders the process of degeneration 
so that when the connection is re-established there is 
a better muscular fiber to act on than though such 
treatment had been omitted. Massage is of great utility 
in maintaining muscular tone and is also of some value 
in preventing tendon and joint adhesions which form such 
a hindrance to the proper use of the extremity after the 
nerve supply is re-established. When voluntary motion 
once reaches the paralyzed muscle, and there are no 
adhesions or mechanical hindrances to the movement 
of the part, then the patient may safely be left to his 
own resources, as there is no stimulus to a partially 
ee muscle equal to that of voluntary contrac- 

ion. 

It is im ble to emphasize too strongly the im- 
portance of local treatment of joints in mjuries to the 
peripheral nerves. Quite without exception these cases 
present a chronic synovitis either as a direct result of 
the trauma or the secondary trophic disturbances due 
to neuritis. Every case of chronic synovitis has ad- 
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hesions ; the consequent limitation of motion is a fatal 
hindrance to the restoration of muscular tone. 

In studying the surgical relations of traumatisms 
of the peripheral nerves the following conclusions are 
justified : 

1. Section or laceration of a nerve, if of some size, 
is usually recognized at the first examination. 

2. Contusions of nerves are common, the symptoms 
often being latent until neuritis develops ; the latter may 
be delayed some days. 

3. Contusion of a nerve may complicate any fracture 
or dislocation, but is especially frequent in dislocations 
of the shoulder. 

4. Injury to the circumflex nerve merits special men- 
tion because of its frequency, the ease with which it is 
overlooked and its serious consequences. 

5. The “reflex paralysis” after joint injury is prob- 
ably due to a traumatic neuritis. 

6. The management of the joint tendon and muscular 
complications comprises in the main the treatment of 
traumatic neuritis. 

103 State Street. 


THE OCCURRENCE OF GOUT IN THE UNITED 
STATES: WITH AN ANALYSIS OF 
THIRTY-SIX CASES.* 

From the Medical Clinic of the Johns Hopkins Hospital. 
THOMAS B. FUTCHER, M.D. (Tor.) 

Associate Professor of Medicine, the Johns Hopkins University. 
BALTIMORE. 

There are practically no published statistics as to the 
occurrence of gout in the United States, so that it is 
difficult to form any accurate idea regarding the relative 
frequency of the disease in America as compared with 
Great Britain and the continental countries. In a care- 
ful search of the “Index Catalogue” I have failed to 
find any reference on this point. There is a very preva- 
lent impression among writers on gout, particularly the 
English authorities, that the disease is extremely rare 
in the United States. Thus, Sir Dyce Duckworth,’ 
writing in 1889, makes the statement that “In the Uni- 
ted States of America gout is practically unknown. A 
few cases are met with in the large cities, but, according 
to Dr. Da Costa of Philadelphia, the disease has not yet 
developed among the increasing population.” Ewart? 
speaks of the United States and Canada possessing a 
considerable immunity from declared gout. Dr. Osler,* 
in a brief note on “Acute Gout in the United States” 
written in 1895, remarks as follows: “The comparative 
infrequency of gout in this country is a matter of every. 
day comment. In hospital statistics, and in bills of mor- 
tality the disease is mentioned but rarely; thus, it does 
not occur among the causes of death in the Report of the 
Medical Officer of the City of Baltimore for 1894.” La- 
ter he says, “During the session of 1894-95 I had in the 
ward four cases of gouty arthritis at one time, a unique 
event in my hospital experience.” It is of interest to 
note here that the 36 cases in the present series, exclud- 
ing one instance, have all been admitted to the Johns 
Hopkins Hospital since Jan. 1, 1894, and with one ex- 
ception to Dr. Osler’s wards. 

The present and peeves the past conditions of 
life in the United States are not generally held to be 
those which favor the development of gout or a uric 
acid diathesis. In England, where gout is generally 


*Read at the Fifty-third Annual Meet! th 
f ation, by the Executi Cc Meaicine 

or pu on ve Committee : . Prank 

A. Jones, George Dock and J. M. Anders. 


Jour. A. M. A. 


conceded to be more prevalent than in any other coun- 
try in the world, there has for generations been a large 
leisure class who have been heavy eaters and liberal 
drinkers and who have led rather inactive, sedentary 
lives. The conditions that are believed to prevail in 
America may be best described by again quoting 
briefly from Sir Dyce Duckworth as follows: 
“The ancestry, diet and habits of the citizens 
of the United States for the most part are such 
as will long prevent the onset of gout in that 
country. The immigration of Irish, Scottish, Scandina- 
vian and German people into that country peoples it 
mainly with a stock void of gouty heritage. The good 
climate and the active open-air lives of the people will 
tend to avert goutiness. But little wine is used, the 
beer is light and much water and weak tea is taken. The 
alcohol chiefly used or abused is rye whisky.” 

Notwithstanding these generally-expressed views as 
to the comparative infrequency of gout in the United 
States, I am inclined to the opinion that the disease 
is much more frequent than is usually believed. In 
considering the apparent infrequency of gout in this 
country the failure to recognize the condition must 
be taken into account, as Osler has pointed out. There 
is no question in my mind that many cases are mistaken 
for rheumatism even when well-recognized tophi occur 
about the joints or on the ears. The disease is not an 
unimportant factor from an insurance standpoint. The 
“Report of the Mortality Records of the Mutual Life 
Insurance Company of New York” for fifty-six years 
(from 1843 to 1898) shows that there were 50 deaths 
from gout out of a total of 46,525 mortalities. This in 
itself is ample proof that gout is far from being rare 
in America. The best method of determining the rela- 
tive frequency of the disease in the United States as 
compared with southern England, where cases are hore 
numerous than in any other part of the world, is to 
compare the number of cases admitted to a general hos- 
pital for acute diseases in a large American city with 
the number of cases admitted to a similar institution in 
London. Thus, for the first thirteen years since the 
Johns Hopkins Hospital was opened, from May 15, 
1889, to May 15, 1902, there were 35 cases of gout ad- 
mitted to the medical wards out of a total of 13,400 
medical admissions, or, in other words, 0.24 per cent. 
of the cases. For a similar period of thirteen years, 
from 1888 to 1900 inclusive, there were 116 cases of 
gout admitted to the medical wards of St. Bartholo- 
mew’s Hospital, London, out of a total of 31,100 medi- 
cal admissions, or 0.37 per cent. of the cases. In other 
words, the gout cases constitute 0.24 per cent. of the 
total medica! admissions in a general hospital in Balti- 
more while in London they comprise 0.37 per cent. of 
the medical admissions. That is, in the home of gout 
the cases are only one-third more frequent than they are 
in at least one American city. This disparity is not 
marked and it shows that gout is far from being a rare 
disease in the United States. In justice to those who 
claim that gout is rare in America it may be stated that 
there was only one additional case admitted to the vari- 
ous other services of the Johns Hopkins Hospital during 
the thirteen years, making 36 cases of gout out of 39,- 
000 total admissions, or only 0.09 per cent. of the cases. 
A similar comparison at St. Bartholomew’s Hospital 
would, however, probably show a corresponding percent- 
age reduction. 

The 36 cases analyzed in this series will serve to 
illustrate the main features of gout as they are mani- 
fested in this country. We will first consider what in- 
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fluence the usual etiologic factors of heredity, alcohol, 
food and lead have had in the causation of the disease in 
these cases. 


PREDISPOSING ETIOLOGIC FACTORS. 


Hereditary Tendencies.—In only 3 cases was there a 
definite statement that a parent or grandparent had suf- 
fered from gout, or in only 8.3 per cent. of the cases. 
This is in striking contrast with the statement that sta- 
tistics show that in from 50 to 69 of all cases the disease 
existed in one or more ancestors. In 9 other cases there 
was a history of arthritic attacks described as “rheuma- 
tism” occurring in the immediate antecedents. The prob- 
ability is that the majority of these cases were gout 
rather than rheumatism, as patients usually have an 
aversion to the statement that there is gout in the fam- 
ily. Putting the most liberal interpretation on these 
cases described as rheumatism and considering them as 
cases of true gout it would give us 12 cases with a family 
history of gout, or 33.3 per cent. of the cases. This 
evidence would seem to go to show that gout in this 
country is in the majority of cases freehold, not copy- 
hold, to use the division of old Sir William Browne. 

Alcohol.—Alcohol has always been considered a_ po- 
tent etiologic factor, and the form is probably as im- 
portant as the quantity. Fermented liquors such as 
wine. beer, ale and porter are much more injurious than 
the distilled liquors, as whisky, rum, ete. Thirty-four 
of the 36 patients used alcohol in some form or other. 
Regarding the other two there is no record as to their 
alcoholic habits. Two of the 34 patients used whisky 
alone. We have made it a point to ask carefully. in all 
gout cases regarding their alcoholic habits and there is 
a preponderance in the number who have used fer- 
mented over those who have used distilled liquors in ex- 
cess. Beer has been the beverage mainly used, although 
nearly every beer drinker has drunk whisky also, either 
moderately or in excess; none of the patients used wine. 
Alcohol would have appeared to have played an impor- 
tant part in the etiology of these cases although the 
lighter beers of this country are not so likely to pre- 
dispose to the development of the disease as are the 
heavier beers and ales of England. 

Food.—The character and quantity of the food can 
hardly be said to have been’a powerful causative agent. 
The patients did not belong to a social class capable 
of obtaining abundance of highly-seasoned, nitrogenous 
. Nor were they able to lead sedentary lives, as the 
majority belonged to the laboring classes and required 
to work for a livelihood. Ten stated that they were 
heavy eaters, 5 being particularly heavy meat eaters. 

Lead.—How and why lead proves to be such an im- 
portant factor in the production of gout is still a ques- 
tion requiring explanation. Although Musgrave, Hux- 
ham and Falconer (1772) had called attention to this 
association, it remained for Garrod* to emphasize this 
point. He found that at least one in four of the gouty 

tients who had come under his care in the hospital, 

d at some period of their lives been affected with lead, 
and for the most part had been either plumbers or paint- 
ers. Garrod showed that the blood of patients suffer- 
ing from lead poisoning contains an excess of uric acid, 
and it is generally held that the increased liability of 
lead workers to gout is due to the metal producing 
arteriosclerosis and chronic nephritis with consequent 
renal inadequacy. 

In only one of our cases was there definite evidence 
of the patient suffering from lead poisoning. The pa- 
tient was a painter and was admitted to the hospital 
suffering from lead colic. There were, however, in all, 
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8 cases whose occupations exposed them to lead poison- 
ing. Five of these were painters and three were tin- 
ners. Thus in 22 per cent. of the cases lead was un- 
doubtedly an important etiologic factor, a percenta 
very close to that noted by Garrod. It must, then, 
concluded that lead is also an important etiologic factor 
in the United States. 

Nationality—In considering the frequency of gout 
in this country it is important to note the nationality 
of the victims. Twenty-seven of the 36 patients were 
native-born Americans; + were born in Germany; 3 in 
Ireland, and 1 each in Canada and Finland. It will 
thus be seen that only a small number of the cases oc- 
curred in immigrants. In none of these 9 foreign- 
born patients was there a definite history of gout in the 
ancestors, although in 4 there was a history of “rheu- 
matism.” 


Age and Sex.—The ages of the patients on first ad- 
mission to the hospital according to decades was as fol- 
lows: From 1 to 10 years, no cases; 11 to 20, 1 case: 
21 to 30, 1 case; 31 to 40, 10 cases; 41 to 50, 12 cases: 
51 to 60, 7 cases; 61 to 70. 4 cases; 71 to 80, 1 case. 
The greatest number of cases, 12, occurred between 41 
and 50 years, or in the fifth decade. The youngest case 
was in a boy 17 years old. This is an extremely early 
age for gout to manifest itself. Gairdner has reported 
fits of gout in infants at the breast. Cases are extremely 
rare under 20 years. The rarity of the disease in chil- 
dren and minors is illustrated by Scudamore’s statistics 
of 515 cases. Only 4 occurred before the age of 17, the 
youngest being 8 years old. There were but 13 in the 
first two decades. When gout appears in very young 
individuals it nearly always is inherited. The oldest 
patient in our series was 75 years of age. His first at- 
tack, however, had occurred at the age of 48. 

Gout is much more common in males than in females. 
Women appear to possess a relative immunity. Of the 
116 cases at St. Bartholomew’s Hospital in 13 years 
there were 95 in men and 21 in women. It would ap- 

r that females in the United States are even less 
requently affected. Our 36 cases were all in males, 
They were all whites. and I know of no instance of gout 
occurring in a negro. 

Social Position.—The cases nearly all occurred in in- 
dividuals in the lower walks of life. Only 2 of the 36 
were treated in the private wards, the remainder having 
been admitted to the public wards of the hospital. 

Occupation.—The occupations of the patients were 
varied. As having a special bearing on the etiology of 
the disease it may be recalled that 5 were painters and 
3 tinners. were bar-tenders or saloon keepers. 
The frequency with which the latter are liable to be 
pa drinkers renders them also specially prone to 
gou 


Disturbance of Metabolism.—I do not purpose to 
enter into a discussion of the various chemical theories 
and their relative merits that have been advanced to 
explain the disturbances of metabolism that actually 
give rise to the gouty condition. I may be permitted to 
refer briefly to my own personal! observations i 
the uric acid curve in relationship to the acute a 
and the quiescent intervals. In a number of cases care- 
fully followed by the Hopkins’ method, or Folin’s modi- 
fication of it, I have almost invariably found that be- 
fore the onset of the acute symptoms the uric acid is 
below and often far below 0.4 grams, the lower normal 
limit for the daily excretion of uric acid in health. On 
the second or third after the 
symptoms the uric acid curve steadily , Teaching 
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0.8 to 1.0 gram, the upper normal limit for the daily 
uric acid excretion, or even higher than this. With the 
subsidence of the acute symptoms the curve gradually 
falls below the lower limit for normal, and in the in- 
terval between the acute attacks the excretion may be 
only 0.1 to 0.2 gram daily. In one very marked chronic 
ease I failed to find any uric acid excretion whatever on 
certain days during the interval. 

I have Leen particularly interested in observing the 
relationship between the uric acid and phosphoric acid 
curves in reference to the acute attack. The results of 
these investigations will be published later, but I ma 
say that I find that the two curves run almost parallel, 
the phosphoric acid curve rising with the uric acid curve 
during the occurrence of the acute symptoms and falling 
in the intervals. This observation has an important 
bearing on the question as to the origin of uric acid 
and strongly supports the view that the uric acid is 
largely derived from the body nucleins, phosphoric acid 
being a well-known product of nuclein disintegration. 
Bain® has found a similar relationship between the two 
curves. On the other hand, Chalmers Watson* claims 
that there is no such association. 

CLINICAL TYPES. 


Acute Gout.—Three cases were admitted during the 
initial arthritic attack. These were the only cases of 
acute gout in the series. 

Chronic Gout—The remaining 33 cases were all 
chronic, the patients having had several attacks before 
coming under observation. The shortest duration of any 
of the cases in this group being one and one-half years, 
the majority, however, having lasted for a much longer 
period. 

Tophaceous Gout.—In 17 of the 33 chronic cases, or 
51.5 per cent., tophi were present. The existence of the 
tophi made the diagnosis certain and indicated the 
chronicity of the disease in these cases. The distribution 
of the tophi was as follows: In 15 cases they were 
present over the cartilage of one or both ears. They 
were present in 4 cases in the subcutaneous tissue over 
the elbow joints and in one over the patella. In these 
situations they closely resembled the subcutaneous fibroid 
nodules of rheumatism. In 4 cases they occurred about 
the finger joints and once over the big-toe joint. One 
patient had a huge wo measuring about 5x3 cm. 
over the left tendo Achillis, and another had a large 
group of them over the sacrum. In 3 cases suppurative 
bursitis occurred, resulting from the deposition of so- 
dium biurate in and about the bursal sac. In one case 
the bursa over the olecranon was involved and in the 2 
other cases the prepatellar bursa was the seat of the 
suppurative inflammation. In both cases the char- 
acteristic acicular crystals of sodium biurate were ob- 
tained from the purulent contents. In two cases there 
was suppuration of the tophi about the finger joints 
and once of a tophus over a big-toe joint. Altogether 
suppuration of the tophi occurred in 5 cases. 

Cardio-vascular System.—The peripheral vessels, par- 
ticularly the radials, showed a more or less marked 
grade of sclerosis in 23 cases. The heart was moderately 
enlarged in 3 patients and there was a mitral systolic 
murmur, indicating a certain grade of insufficiency, in 
5 cases. In only one case was there very definite evi- 
dence of marked myocardial disease. This patient had 
a persistent embryocardia. One of the fatal cases died 
with a terminal serofibrinous pericarditis. 

Urinary System.—lIt is interesting to note the great 


frequency with which there were evidences of changes 
in the kidneys in the series. In 14 of the cases the 
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specific gravity of the urine was persistently below 
1015. Albumin was present, usually in small traces, 
in 27 cases and hyaline or finely granular casts, or both 
together, in 23 cases. We may say, then, that in 27 of 
the 36 cases, or in 75 per cent. of the patients, there 
were strong evidences of more or less serious organic 
renal disease. Considering the persistently low specific 
gravity of the urine in 14 of these cases, the probabilities 
are that the disease had advanced to the chronic inter- 
stitial stage in more than 50 per cent. of the cases in 
which albumin was present. 

In the two fatal cases of the series the kidneys were 
found at autopsy to be very much contracted and the 
seat of advanced chronic interstitial nephritis. One of 
the cases died of uremic coma. 

I would like to help to correct the impression, ap- 
parently held by many — that a uric acid 
sediment in the urine indicates a gouty tendency. The 
power of the urine to hold uric acid in solution is de- 
pendent on so many factors, such as the amount of pig- 
ment and the percentage of salts present, that but lit 
significance can be attached to the existence of a uric 
acid sediment. In none of the 36 gout cases was there a 
uric acid deposit made out on either gross or microscopic 
examination, even in the acute attack. This affords 
abundant evidence that a uric acid sediment in the urine 
is not by any means a n accompaniment of gout. 
Glycosuria was not present in any of the cases. 

COMPLICATIONS. 

Bursitis occurred in 3 cases. The prepatellar bursa 
was inflamed twice and that over the olecranon once. 
In one of the cases it was a suppurative bursitis, and 
in all three instances the burse required to be opened. 
Unilateral parotitis occurred once. This is a very rare 
complication, but has occasionally been described. 
Serofibrinous pericarditis was a terminal event in one 
case. This patient illustrated some of the remarkable 
features of retrocedent or visceral gout. The acute joint 
symptoms had practically subsided when marked ab- 
dominal symptoms manifested themselves. There was 
intense pain in the umbilical region with marked ab- 
dominal distension. These lasted for a week, grad- 
ually getting worse. His symptoms were believed to be 
due to possible intestinal obstruction or to peritonitis, 
and his condition seemed to demand operation. Noth- 
ing was found at operation to explain the enormous in- 
testinal distension. The patient died « few hours ater, 
the autopsy revealing a pericarditis and smal! contracted 
gouty kidneys. There were but few skin complications. 
There was one case of acute eczema and one of herpes 


zoster. 
MORTALITY. 

Two patients in the series died in the ital. The 
main features at autopsy in each case have already been 
briefly referred to. 

DIAGNOSIS, 

In a certain percentage of the cases, with a history 
of recurring attacks limited to the big toe and tarsal 
joints and occurring in a member of a gouty family, 
there is little difficulty in arriving at a proper diagnosis. 
Unfortunately, however, as experience has shown, the 
diagnosis is not so simple. In many cases the arthritic 
attacks are not limited to the feet, and a multiple 
arthritis may occur involving some of the medium-sized 
and larger joints, and these are liable to be mistaken 
for and treated as rheumatism. This was the case in 
4 of our series, the cases having been repeatedly ad- 
mitted and discharged with a diagnosis of rheumatism. 
Eventually the cases returned with characteristic tophi 
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on the ears or about the joints, revealing without a 
shadow of a doubt the true nature of the affection. 
Two of these cases had subcutaneous tophi in the region 
of the elbows when they were being treated as rheu- 
matism, but these nodules were taken to confirm this 
diagnosis because they were believed to be rheumatic 
fibroid nodules. Sections of these after their removal 
subsequently showed them to be tophi, their centers 
containing deposits of sodium biurate. In a case of 
arthritis with doubtful diagnosis accompanied by per- 
sisting subcutaneous fibroid nodules the removal and 
histological examination of one of the latter may ab- 
solutely settle the diagnosis. As our statistics have 
shown, tophi are by far most frequently found in the 
ears, and Dr. Osler has strongly emphasized im- 
portance of the careful ——- of the latter in all 
cases of multiple arthritis of doubtful origin. The con- 
tents of any whitish, chalky-looking body occurring 
over the cartilage of the ear in such cases should be 
examined microscopically. The finding of the charact- 
eristic acicular needles of sodium biurate immediately 
settles the case as one of gout. Small fibroid nodules, 
Woolner’s tip and minute sebaceous cysts may be mis- 
taken for tophi, but the microscope serves to differ- 
entiate them. 

The character of the uric acid curve can be used in 
institutions to assist in the diagnosis, but this is not 
possible in private practice. The occupation of the 
patients should be carefully enquired after. The occur- 
rence of recurring arthritic attacks in painters, plumb- 
ers, brewers and saloon keepers should lead one to 
strongly suspect gout. 

SUMMARY. 

1. Gout in the United States is undoubtedly more 
common than is generally sup , 

2. Out of 13,400 medical cases admitted to Dr. Osler’s 
wards in the Johns Hopkins Hospital during a period 
of 13 years there were 35 gout cases, or 0.24 per cent. 
of the total number of patients. For the same number 
of years at St. Bartholomew’s Hospital there were 116 
gout cases out of a total of 31,100 medical admissions, 
or 0.37 per cent. of the cases. Thus, among hospital 
—_ ut is only about one-third more frequent in 
ndon than in Baltimore. 

%. All of the 36 cases were white males. The largest 
number of cases occurred in the fifth decade. Twenty- 
seven of the patients were native-born Americans. 

4. The majority of cases appear to have earned rather 
than inherited their Alcohol seemed to 
be the most potent isposing etiological factors. 

5. Thirty-three at the 36 , one d reached the 
chronic stage before they came under observation. In 
17 of the cases tophi were present. 

6. Among the more interesting complications may be 
mentioned 3 cases of gouty bursitis; 1 case of parotitis; 
1 of pericarditis; 1 of retrocedent gout with symptoms 
simulating intestinal obstruction. | 

7. There was evidence of disease of the kidneys in the 
majority of the cases. Albuminuria occurred in 27 and 
hyaline and granular casts in 23 instances. 

8. Arteriosclerosis was present in 23 cases and a 
mitral systolic murmur in 5. 

9. Many gout cases are mistaken for rheumatism. 
Four of the cases were repeatedly diagnosed as such on 
the early admissions, the appearance of tophi later reveal- 
ing their true nature. 

10. The series illustrates the great importance of ex- 
amining the ears and the vicinity of the joints for the 


presence of tophi in all cases of multiple arthritis. 
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DISCUSSION. 

Dra. Ricnarp C. Capot, Boston—I was much surprised at 
the frequency of cases of gout as reviewed by Dr. Futcher. 
Among 28,000 cases in the Massachusetts General Hospital re- 
ceived in ten years there were but four cases of gout, and | 
doubt if many were un . It seems to me that there 
are considerable grounds which lead to the belief that gout is 
a rare disease in this country. I should like to ask whether 
he sees any reason in believing that the uric acid curve throws 
any light on the etiology of gout. Also, whether he believes 
the so-called visceral or retrocedent gout can be explained as 
uremia. 

Dr. James J. Watsn, New York—Undoubtedly a certain 
number of cases of so-called rheumatism in which the salicy- 
lates fail to be of benefit are really cases of gout. Gout is more 
frequent in this country than has been thought, and after the 
confession from Professor Osler’s clinic of their mistake of gout 
for rheumatism three times in one patient any of us will be 
encouraged to remake our diagnosis of intractable rheumatism 
with the gout element in mind. On the other hand, I have 
seen cases in which the existence of the so-called Heberden’s 
nodes gave rise to the suspicion of the existence of gout. 
Personally I have never considered that the affection had any- 
thing to do with true gout. The nodes on the fingers develop _ 
absolutely without pain, and tenderness is present only when 
the fingers have been knocked against something. ‘The English 
experience is, I believe, that these lesions have no connection 
with gout, and it is even said that the patients who have them 
have a distinct to longevity. The affection is cer- 
tainly not specially limited to the direct descendants of the 
English, for among the cases that I have recently seen two 
were native Americans with American ancestry for at least 
four generations, one was Irish and the fourth was a Swede. | 
should like to know if others have noticed any connection be- 
tween this affection and true gout. 

Dr. George Dock, Ann Arbor, Mich.—I think Dr. Futcher 
has presented to the Section one of the most important papers 
read in years. Although the disease is certainly rare in this 
country it is important that our attention should be called to 
it from time to time, and especially as it has been called to- 
day. We have now a fairly accurate history of atypical cases 
of gout. My own observations are entirely negative. I was 
very much surprised to hear it said by Dr. Cabot that gout was 
relatively infrequent in Boston. One would expect conditions 
not unlike those in Baltimore. On the contrary, in my part 
of the country, with a rural population, I seldom find gout, 
although I am constantly looking for it, and have been for 
years. Patients with Heberden’s nodes frequently come to one 
with the idea that they have gout; in my experience none of 
these people have gont. Whether they enjoy longevity or not 
I can not tell; in my experience they have often been the sort 
of people who we expect to live long unless overtaken with 
some dangerous intercurrent disease, people of tough fiber. 

Dr. Atten A. Jones, Buffalo—I wish people would record 
the etiologic significance of the uric acid. I should like to 
know more regarding the blood condition in these cases. 1 
have always regarded Heberden’s nodes as not being a mani- 
festation of gout. I wish Dr. Futcher would speak on the use 
of colchicum in the treatment of chronic gout. Gouty nephritis 
being so constant and common and nephritis being associated 
so persistently with alcohol and lead poisoning, has led me to 
consider the gouty manifestations as really a chronic intoxica- 
tion; the nephritic manifestations being coincident with the 
gouty manifestations made me think that possibly they were 
due to the same causes. In private practice I have had but 
two typical cases of gout occurring in American born; in both 
cases it occurred in the great toe of the right foot, each joint 
being as typical as described by the English writers. 
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Dr. J. A. Witnersroon, Nashville, Tenn.—Regarding the 
occurrence of gout in the negro race I should like to report an 
atypical case. This patient, a man, was a porter in a saloon 
for years. He was not a pure black negro. He had repeated 
attacks in the great toe, suffering exquisitely; he also had 
tophi in both ears. Some of these deposits | removed and 
examined. They proved to be the biurate of sodium. He also 
had a number of deformities on his fingers and toes. Another 
patient invariably began his attack with an acute tonsillitis; 
this would soon be followed by acute pain in his toe and the 
usual symptoms of gout. This patient has repeatedly removed 
some of the nodules from the joints and many of them I have 
removed. I am inclined to believe that gout is more frequent 
than is generally supposed in this country. Nor do I agree 
that negroes are immune. 

Dr. A, C. Crorran, Chicago—The factors that determine 
the excretion of uric acid are two-fold: (1) uric acid is derived 
from the uric acid forming substances contained in the food; 
(2) uric acid is produced by catabolism of tissues of gouty 
subjects themselves. I do not believe that the determination 
of uric acid in the urine is of value unless the exact uric acid 
content of the food is known and the uric acid forming sub- 
_ stances it contains are also established. This is manifestly 
difficult and impractical. The only point with regard to uric 
acid excretion that I have been able to determine is that it is 
subject to the same fluctuations in gouty conditions as in 
normal persons or sufferers from many other diseases. The 
power of the gouty subject to destroy the uric acid ingested is, 
however, reduced. If you give a normal subject a definite pro- 
portion of uric acid (or nuclein, ete.) a certain small per- 
centage of uric acid is excreted and this is almost constant in 
relation to the amount ingested; in gouty subjects I have 
found that this power to destroy uric acid in its passage 
through the body is reduced. In other words, if a given sub- 
ject is fed a weighed quantity of uric acid, while the diet at 
the same time is purin free, and he then excretes more uric 
acid than he should from the amount taken in, the result may 
be of importance in rendering the diagnosis of uric acid 
diathesis. I believe that there is much evidence to show that 
one of the characteristic features of gout and goutiness (the 
uric acid diathesis) is the inability of the patient to destroy 
as much uric acid as a normal subject. This condition is 
parallel to the inability of the diabetic subject to destroy 
sugar and the obese subject to destroy fat. What is not de- 
stroyed accumulates in the blood and is either retained as 
deposits or excreted in the urine, hence urate deposits, fat 
deposits and sugar excretion in these disorders of nutrition. 

Dr. Futcner, in closing—With regard to the uric acid curve 
in its relation to gout I believe that I am as skeptical as Dr. 
Cabot is as to its bearing on the etiology. Diminished uric 
acid output may be of diagnostic value in cases which can be 
followed in the hospital. I think it is quite possible that 
symptoms of retrocedent gout may in part be due to uremia, 
although there must be other factors in the causation of these 
remarkable symptoms. Of course all cases of chronic gout 
have marked renal changes as a rule; the abdominal symptoms 
may be a manifestation of uremia. The explanation of these 
cases of retrocedent gout is not at all clear. I am sorry that 
I can give no information regarding the bacteriologic examina- 
tions in the cases of inflammation of the serous membranes. I 

to consult the records on this point. There were 
only two cases of Heberden’s nodosities recorded in the thirty- 
six cases of gout. I think the general view held is that they 
are manifestations of arthritis deformans rather than of gout. 
The temperature is nearly always elevated in the acute cases, 
arising to 102 or 103 degrees and gradually subsiding as the 
acute symptoms disappear. I did not gather any statistics as 
to the blood count, but my general impression is that there was 
a slight leucocytosis during the acute stages. In a number 
of the cases I tried to demonstrate the presence of the uric acid 
by the Garrod thread test, but failed to demonstrate crystals. 


The Coming Specific.—Doubtless what cured King Edward 
will soon be put on the American market for $1 a bottle.— 
Chicago News. 
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J. B. KESSLER, M.D. 
LECTURER ON DERMATOLOGY, STATE UNIVERSITY OF IOWA. 
IOWA CITY, 10WA. 


The too frequent prevalence of ringworm and the im- 
portance of its prophylaxis have induced me to offer the 
following observations and suggestions, hoping that 
they will emphasize one or more points as to the etiology 
of this inconvenient disorder. 

The disease is always produced by the trichophyton. 
White of Boston has called especial attention to the fre- 


quency of its origin in the barber shop, a fact which 


common experience verifies. But how does it get there? 
All authors say, from the domestic animals, viz., dog. 
cat, horse, white mice, to man. In the stock-raising 
districts I think the most frequent source is from cattle, 
and especially from yearling calves. I say yearlings, be- 
cause I do not think older cattle as good soil for the pro- 
duction of the parasite. The farmers handle their stock, 
become infected, go to the barber shop and get shaved, 
and the next person to take the chair gets the disease, 
and thus it is spread. 

The farmers call the disease “barn itch.” A young 
farmer applied to me in the winter of 1900 with ring- 
worm on his wrist and a small patch on his chin; said 
he got it from his calves and had it the year preceding. 
I asked one of our veterinary surgeons to go out to this 
farm with me. We lassoed a calf. Examining the animal 
we found whitish, circular crusts along the nape of the 
neck, sides of neck, face and nose. The crusts were 
piled up, having a depth of a quarter to one-half inch. 
and having the appearance of broken asbestos. We pro- 
cured some of the crusts or scales, examined them under 
the microscope and found them to be the spores of ring- 
worm. I procured some more scales from the same 
farm, April, 1902, and found an abundance of spores. 
A short time after procuring the above we procured 
scales from two horses in which Dr. Albert and myself 
found the fungi of ringworm. 

The clinical picture of ringworm in the horse is very 
different from that found in the calf. In the horse the 
patches are round or oval, with loss of hair, the scales or 
crusts are of a grayish-blue or mouse color and have a 
—7 look, similar to the patches found in the dog and 
cat. 
A peculiar result in calves is that when they are turned 
out on grass in the spring they get well without treat- 
ment—a very unfortunate thing for the human race. 
If they did not get well without treatment the farmers 


would be more careful to have the disease stamped out. 
I think the ——— of the disease is cau.ed by the 
fact that the disease causes itching and the animals 


scratch and rub themselves against the boards, posts and 
feeding racks of the cattle po The next fall. a new 
crop of calves are put into the same sheds, which have 
not been disinfected so as to destroy the parasites, and 
thus the disease is perpetuated from year to year to the 
coming stock as well as to man. Within the last eigh- 
teen months I have been able to trace sixteen cases of 
ringworm to calves, three to a cat; a few I have been 
unable to trace. It seems that when a person contracts 
this disease from the lower animals direct it is very 
much more virulent than from human to human. 

The remedy is obvious: A man should let the beard 
grow or shave himself. If he does patronize barbers he 
should have an entire outfit of his own, viz., razor, strop, 
brush, cup, etc., and his own alum stick; sponge or 
powder puff should not be used. Then, if the barber 
washes his hands before shaving and uses clean towels. 
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one could be reasonably safe to be shaved in a barber 


shop. 

i this city some of the barbers attempt to run an 
aseptic shop. They disinfect their — in the morning 
and the razor before using it on each patron. But a 
preceding patron may have contaminated the strop, and 
the next customer, of course, stands a chance to become 
infected. Another great disseminator of germs is the 
clipper. After use it is wiped and laid away without 
being disinfected. 

In the spring of 1901 a young farmer applied to a 
physician in our city for an eruption on his face. He 
asked the physician for a diagnosis, who quickly said, 
“barber’s itch.” The young man returned to the barber 
shop in which he had been shaved and demanded his 
cup and brush, telling the barber he had contracted the 
disease in his shop. In about a week he came to the city 
and his physician was not in. He came to the writer. 
I diagnosed or traced his ringworm to his own calves 
and showed that he was the means of bringing it to the 
barber shop and spreading the disease instead of getting 
it in the shop. After understanding the source of his 
disease he returned to the barber shop, and on his apol- 

izing all was well, — the reputation of his first 
physician, against whom the barber threatened to bring 
action. Thus one can see how a mistaken diagnosis 
could cause a suit for damages. 


Glinical Report. 


A NEW CASE OF SYPHILITIC TUMOR OF THE 
STOMACR. 


MAX EINHORN, M.D. 
PROFESSOR OF MEPICINE, NEW YORK POST-GRADUATE MEDICAL SCHOOL. 
NEW YORK CITY. 

The literature on syphilis of the stomach can be found in a 
paper' on the subject I wrote a few years ago. I divided 
syphilis of the stomach into three distinct groups: 1, gastric 
uleer of syphilitic origin; 2, syphilitic tumor of the stomach ; 
3, syphilitic stenosis of the pylorus. The second group, “Syph- 
ilitic tumor of the stomach,” appears to be the most interesting 
one. For, on one hand the resemblance to cancer of the stomach 
is great, on the other hand the diagnosis, while at first merely 
probable, can soon be made positive by the result of treatment 
and the gradual disappearance of the growth. 

As cases of syphilitic tumors of the stomach are quite rare I 
take pleasure in reporting the following new observation: 

Max F., 42 years old, has been complaining for the last seven 
years of digestive disturbances. He frequently suffers from 
gastric pains. His appetite is poor and the bowels are slightly 
constipated. He has not lost much in weight, altogether about 
eight pounds. He had syphilis twelve years ago. 

Present condition (March, 1901): Patient looks somewhat 
thin and pale. His tongue is slightly coated. Chest organs 
do not reveal anything abnormal. In the epigastric region 
about two fingers below the ensiform process a distinct resist- 
ance (about 5 cm. long and 2 cm. wide) presenting a nodular 
surface can be mapped out. The stomach lies directly under- 
neath and extends downward to about one finger’s width above 
the umbilicus. The knee reflex is intact. The urine does not 
contain any sugar or albumin. The examination of the gastric 
contents one hour after Ewald’s test breakfast shows: HC! + 
Acidity = 40; no stagnation of food. 

In this case there was no question about the presence of a 
tumor in the stomach. Ordinarily the existence of a malig- 
nant growth would suggest itself. Several prominent physi- 
cians and surgeons had in fact made a positive diagnosis of 
cancer of the stomach and had urged operative intervention. 
At first sight I likewise entertained a similar view. On further 


1. Max Einhorn: Syphilis of the Stomach. Philadelphia Med. 
Journal, Feb. 3, 1900. 
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reflection, however, there were several features in the case 
which spoke against cancer of the stomach: 1. The long dura- 
tion of the disease—7 years; second, absence of any considerable 
loss of flesh; 2, presence of free HCI and no stagnation of food 
in the stomach. These data in conjunction with the fact that 
patient had had a syphilitic affection justified the assumption 
that we may have to deal here with a gummatous growth of the 
stomach. 

I presented patient at one of my lectures at the Post-Grad- 
uate Medical School and gave these reasons for the belief that 
we have to deal here probably with syphilis of the stomach. 
All the colleagues at the lecture corroborated the existence of 
a distinct tumor as above described. 

Patient was now subjected to a rigid antiluetic treatment— 
iodid of sodium internally and rubbings with mercurial oint- 
ment—and he began to improve quickly. The gradual diminu- 
tion of the tumor could be observed each time the patient was 
examined, until after the lapse of six weeks nothing of the 
resistant mass could be discovered. At the same time the 
patient gained in strength and in weight, and after a period of 
three months he was practically free from any digestive dis- 
turbances. He has remained well ever since, and so far has 
had no recurrence of his old stomach trouble. 

It may not be out of place to outline the points of differen- 
tial diagnosis between a gummatous growth and malignant 
neoplasms of the stomach. ‘In the case here reported there was 
a history of gastric disturbance for seven continuous years, 
which did not tally with carcinoma of the stomach. This, 
however, need not always be the case. In my former paper on 
syphilis of the stomach I have described two cases of gastric 
tumor with a short history of the disease, which were neverthe- 
less of syphilitic origin. 

The presence of free HCI is also no positive proof against 
cancer, and may be missing in gastric gumma. 

Ischochymia appears to be much rarer in syphilitic tumor of 
the stomach than in cancer of this organ. 

A previous history of lues while suggestive of the existence 
of a syphilitic affection can not be taken as of great weight in 
any direction. For, on the one hand syphilitic patients are 
frequently enough afflicted with cancerous affections; on the 
other hand, a gummatous growth in the stomach is sometimes 
discovered in a patient not giving any definite data of a pre- 
vious syphilitic disease. 

While the above symptoms—long history of gastric disturb- 
ance, presence of free HCl, absence of ischochymia, distinct 
history of syphilitic disease—if all present may justify the 
surmise of a luetic nature of a palpable growth of the stomach, 
still a positive diagnosis can be made only under the following 
conditions: 1. An antisyphilitic treatment improves the sub- 
jective symptoms. 2. It also effects a gradual disappearance of 
the growth, so that ultimately it can not be discovered by 


pation. 

With regard to treatment the administration of the iodids— 
iodid of sodium, iodid of potassium, iodipin—seems to be 
of the greatest importance and may alone effect a cure. This, 
however, is certainly accelerated by the addition of mercury. 
I usually apply the old but still very rational method of rub- 
bings with hydrargyrum salve. This mixed treatment should 
be applied uninterruptedly for about 3 months and the iodid 
of sodium continued for two to three months more. 

The diet should be a liberal one, excluding, however, highly 
spiced and also too coarse foods. Plenty of bread, butter, milk 
and eggs can be warmly recommended. 


Electric Light on the Eyes.—A Russian physician has 
decided that, contrary to the general opinion, electric light 
pays less havoc with the eyes than other forms of illumination. 

e bases his deductions on the fact that disease and damage to 
the eye is proportioned to the frequency of closure of the lids. 
He has found that the lids close in a minute 6.8 times with 
candle light, 2.8 times with gas light, 2.2 with sunlight and 
1.8 times with electric light. While this fact may be true for 
the external portion of the eye, it is cJinically proved that 
retinal and muscular asthenopia are greatly increased by elec- 
trical illumination and the retlex conjunctivitis and blepharitis 
are made worse.—Toledo Med. and Surg. er. 
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ACUTE DILATATION OF THE STOMACH. 


There are many features in connection with acute 
dilatation of the stomach that merit attention and 
further investigation. In the first place the condition 
has not received the attention it deserves. This is shown 
by the absence of any adequate discussion of it in most 
of the popular text-books of the day, and even in the 
best of them. And there is reason to believe that acute 
dilatation without pyloric obstruction is frequently over. 
looked by physicians and surgeons, probably because 
of lack of familiarity with its occurrence and its prin- 
cipal characteristics. HH. Campbell Thomson’s' recent 
collection of cases and summary of the chief features 
will therefore undoubtedly prove useful. He has col- 
lected forty-four cases, which he divides roughly into 
five groups according to mode of origin: Those cases 
without apparent cause or lesion after death; those 
showing after death other definite lesions; those fol- 
lowing surgical operations but without other lesions 
after death; those apparently following dietary indis- 
eretions; and finally, those following injury. Thus 
twelve of Thomson’s cases followed surgical operations, 
four of which were abdominal and three of these again 
were connected with the gall-bladder and ducts. One 
of these three cases is reported by Fenger and Hessert.* 
It may be taken as a type of acute dilatation of the 
stomach. Shorn of all detail, interesting though much 
of it be,the case, one of cholecystotomy, which progressed 
favorably for five days, was marked by sudden onset of 
repeated vomiting, grave general symptoms, tympany 
beginning in the upper part of the abdomen, temporary 
relief of practically all symptoms by the passage of 
the stomach tube, large quantities of fluid being with- 
drawn, and death five days after the beginning of the 
vomiting. At the autopsy nothing remarkable or ab- 
normal was found except a greatly dilated stomach. 

It is of interest to note that acute dilatation may de- 
velop in connection with severe general illnesses, such 
as pneumonia, typhoid, ete. Age or sex does not seem 
to be of any decisive import, most of the recorded cases 
having occurred between the ages of 20 and 30 years. 
After death the stomach appears as a tightly-distended 
cylinder, shaped like a V, one limb, the pyloric, being 
shorter than the other. No definite microscopic or 
macroscopic changes have been noted in the stomach, 


n P Acute Dilatation of the Stomach. New York: William Wood 
2. Chicago Clinical Review, 1898. 
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and in the majority of the cases there were no signs 
after death of pyloric or intestinal obstruction. The 
prognosis is extremely bad, but Thomson believes that 
cases of moderate severity, ending in recovery, have not 
received any attention, and that when the disease is 
studied more closely it will be found to present itself 
in varying severity. 

We are not able now to account for this acute dilata- 
tion of the stomach. Its development under so many 
varied circumstances indicates either that it is depend- 
ent on many different causes, operating in many ways 
perhaps, or on some one essential cause that as yet has 
escaped completely our attention. That all cases are 
caused by constriction of the duodenum from traction 
on the superior mesenteric artery* does not seem pos- 
sible, because in many cases there is continuous disten- 
sion of the entire duodenum far into the jejunum. 
Thomson favors the view that paralysis of the stomach 
wall is the primary event. Muscular contraction of the 
stomach is not necessary to produce vomiting; that 
may take place from compression of the stomach by 
the abdominal muscles and the diaphragm when the 
cardiac orifice is dilated. The paralyzed stomach would 
become dilated from the accumulation of gas and fluid 
in its cavity. But no satisfactory cause of this paralysis 
has been found as yet. The influence of toxins on nerves 
and nervous centers, neuritis, myositis have been sug- 
gested, but in the absence of any definite data, histologic 
or experimental, bearing on this obscure problem, noth- 
ing decisive is gained from discussing possibilities. 
The mechanism whereby is poured out the excessive se- 
cretion in these cases is also beyond rational explana- 
tion at this time. It would seem likely that well- 
planned experiments might reveal something of the rea) 
factors at work in this so-called paralytic secretion. 

The treatment of a disease whose real cause and 
nature are not well understood must of necessity largely 
be symptomatic. Where there is excessive secretion this 
should be removed by the stomach tube in the hope that 
the stomach may regain its tone and successfully empty 
itself. The prone position and the knee-elbow position 
may be tried in order to relieve obstruction caused either 
by pressure of the distended stomach or possibly by the 
dragging of the intestines on the mesenteric artery as 
it crosses the duodenum. Thomson suggests gastro- 
jejunostomy, especially if when laparotomy has been 
made there seems no chance to help the patient by cor- 
recting the position of the viscera. 


A NEW OPERATION FOR THE RELIEF OF PYLORIC 
OBSTRUCTION. 


Within the past few years it has come to be recognized 
more generally that not all forms of chronic dyspepsia 
which has gone under such a variety of names, are 
necessarily hopeless, even after medica] means have been 
given a thorough trial. The number of surgeons re- 


3. See discussion of Albrecht’s article in Tue Jounnat, Aug. 19, 
1899, and Feb. 9, 1901. 
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porting the successful operative treatment of these cases 
of so-called motor insufficiency, chronic dyspepsia and 
neurasthenia, is increasing from year to year. A large 
number, if not a vast majority, of the chronic stomach 
affections which are amenable to successful surgical 
treatment are caused by either gastric ulcer or its sequels 
and are accompanied by more or less interference with 
the emptying of the stomach. The operations which 
have been in general use for the relief of such con- 
ditions in the past have been gastroenterostomy and the 
pyloroplastic operation devised by Heineke and Mikulicz. 
Each of these methods has its drawbacks, and this has 
given rise to a number of modifications of the methods 
of gastroenterostomy and pyloroplasty. Simple anterior 
gastroenterostomy has frequently been followed by spur 
formation and the so-called vicious circle, by which the 
contents of the intestine are carried by peristalsis into 
the stomach and thus give rise to intractable vomiting 
which, unless relieved, results in death. Many surgeons 
believe that posterior gastroenterostomy gives more sat- 
isfactory results, but the vicious circle still occasionally 
occurs. 

To avoid this disagreeable sequel to operation, various 
methods have been devised, such as a supplementary 
enteroanastomosis, Roux’s Y anastomosis, etc., but these 
methods add considerably to the length of the opera- 
tion, and in the case of patients considerably reduced in 
strength by disease, as is often true in this class of cases. 
the added time may be a factor of great importance. 
Pyloroplasty has the decided advantages over any of the 
methods of gastroenterostomy that it leaves the opening 
for exit of food from the stomach in the position in 
which Nature placed it, and that the vicious circle never 
follows. On the other hand, if there be a great deal of 
dilatation of the stomach, the organ is not sufficiently 
drained by the operation of Heineke and Mikulicz: in 
certain cases recurrence of the stricture has followed 
from contraction of the scar, and in a considerable 
number of cases the operation is impracticable because 
of extensive and firm adhesions to the pylorus or be- 
cause of great inflammatory thickening of the region of 
the pylorus. Thus it is seen that neither of these opera- 
tions has proved entirely satisfactory. 

Finney’ has described a new and original method of 
pyloroplasty which seems to combine the advantages of 
both gastroenterostomy and the pyloroplastic operation 
of Heineke and Mikulicz without the disadvantages of 
either. His operation is really a subpyloric gastro- 
duodenostomy by lateral anastomosis. The duodenum 
just below the pylorus is folded directly on to the stom- 
ach and held in place by a line of sutures. A second row 
of sutures is placed, but drawn to either side, and after 
walling off the peritoneal cavity with gauze, an incision 
is made through the wall of the stomach and the wall 
of the duodenum, passing directly through the pylorus. 
The scar tissue in the region of the pylorus is removed 


1. Tue JounnaL A. M. A., August 23, p. 452, and Bulletin of 
Johns Hopkins Hospital, July, p. 155. 
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as far as possible and a continuous catgut through-and- 
through suture is taken through all the coats of the 
intestine and stomach on the posterior side of the in- 
cision. The anterior sutures are then drawn out and 


tied and a few reinforcing sutures may be placed if de- 


sired. The operation should take but little if any more 
time than the ordinary gastroenterostomy and much less 
time than gastroenterostomy combined with any other 
form of entroanastomosis. Finney reports five cases 
of operation by this method, and several other cases have 
since been operated on. From what we know of the 
operation and its results we believe that he is justified 
in his conclusion that his operation combines more good 
points and less objectionable features than any other 
method for the relief of pyloric obstruction which has 
been suggested up to the present time. 


PHYSICIANS AND LONGEVITY. 

It has often been said that it is not work but worry 
that kills. Perhaps no better exemplification of the 
truth of the saying can be found than the number ot 
hardworking physicians, occupied unceasingly with great 
problems in medicine, who have nevertheless lived to 
what may well be considered an advanced age. Vir- 
chow’s long life of nearly 81 years of strenuous devotion 
to work, so recently closed, is only a type of the pro- 
longation of existence and usefulness that has fortu- 
nately been the lot of some of the greatest of the medical 
investigators. Longevity has been the rule, however, 
not only for the laboratory worker who in the placid 
preoccupation of original observation avoided the dis- 
traction of mind and the diversion of activity incident 
on medical practice, but also for the man who is able 
to combine both successfully. In fact, while the aver- 
age life of the practicing physician is the shortest of 
any of the professions, most of the great investigating 
practitioners have lived lives so long as to encourage 
every medical man to take up original observation, if 
with no other idea than that of assuring himself 
longevity. 

The great Greek father of medicine, Hippocrates, set 
a worthy example by living until he was nearly 83 years 
of age. Galen, his worthy successor in influence, lived 
at least beyond his seventieth year. In more modern 
times Harvey, the discoverer of the circulation, always 
interested in medical investigations, yet never neglecting 
the practical side of medicine, passed his eightieth year. 
Ambrose Paré, the French surgeon, in spite of a life of 
trials and years of unhealthy camp life, lived to be 
nearly 75. Harvey’s great Dutch contemporary, Leeu- 
wenhoek, the inventor of the compound microscope and 
the first investigator of microbic life, lived to be 91. 
Morgagni, whom Virchow called the founder of modern 
pathology, had nearly completed his eighty-ninth year. 
Auenbrugger, the inventor of the method of percus- 
sion for the investigation of diseases of the chest, 
reached a similar advanced age. Scarpa, the distin- 
guished Italian anatomist and “inventor”—according 
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to the nonplussed medical student—of the triangle, 
reached the ripe age of 87. 

It is not alone in past centuries, however, that physi- 
cians have completed the threescore years and ten that 
are the days of our years here on earth, yet have lived 
on to enjoy life in comfort and happiness. ‘The nine- 
teenth century, with all its bustle and rush, did not 
shorten the usual long life of the investigating physi- 
cian. Louis, the distinguished French clinician, 
to whom America owes so much for the training of the 
great generation of investigating practitioners of the 
middle of the nineteenth century, in spite of a family 
sorrow that broke his spirit at 60, lived to be 85. 
Schoenlein, to whom so many of the present generation 
of German internists look back as a master, reached the 
age of 91. Traube, another distinguished German 
teacher, lived to be nearly 80. Cruveilhier, the great 
French anatomist and physician, lived to be past 82. 
Langenbeck, Skoda, Brodie and Cullen were well on their 
way to their eightieth year when death came. Sir James 
Paget was over 75. Velpeau, Magendie and Sir Astley 
Cooper were well beyond their seventieth years. The 
distinguished physiologist Johann Miiller, while occupy- 
ing the chair of physiology and anatomy at Berlin 
about the middle of the nineteenth century, gathered 
around him perhaps the most distinguished band ot 
medical students any teacher has ever had. Many of 
them were destined to longevity as well as fame. Among 
them beside Virchow were Du Bois Reymond, the physio- 
logist, who died at 78; Helmholtz, the physicist, who 
lived to be 76, and Schwann, the founder of the cell 
doctrine, who died at 72. 

Our greatest American physicians and surgeons, in 
spite of the trials of a new country, the harder struggle 
for existence and the hardships incident to practice be- 
cause of the difficulties of traveling, bear very favorable 
comparison with their distinguished foreign colleagues 
in the matter of longevity. John Collins Warren, the 
first professor of anatomy and surgery at Harvard, 
lived to be 78. Edward Delafield of New York lived be- 
yond fourscore years, while Jacob Bigelow of Boston 
more than completed fourscore years and ten. John R. 
Cox, the editor of the first American Dispensatory, 
reached the ripe age of 91. Dunglison, the well-known 
medical lexicographer, Alonzo Clark, whom many gen- 
erations of medical students learned to revere, and Val- 
entine Mott, great teacher and busy consultant, all of 
them lived to be over 80. So has Nathan 8. Davis, the 


founder of the American Medical Association. Gross, 
the distinguished surgeon, died at 79, having declared 
it as his opinion at 75 “that any one who is ‘ised to 
work and gives it up may be considered a dead man.” 


These are but a few of many who lived beyond the 
psalmist’s limit without fulfilling his sad prophecy of 
subsequent unhappiness. 

Nor are all the grand old men of medicine dead. 
Many of the greatest living physicians are over 70 years 
of age, most of them in the enjoyment of health and 
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strength, though their lives have been full of faithful 
application to hard work. It is not as some one has 
said, that a man must live long to achieve fame, for 
most of the great physicians made the original observa- 
tions on which their fame depends while still com- 
paratively young. On the contrary, it seems that the 
faculty for intense and prolonged devotion to work is 
the first requisite of a genius, and far from being morbid 
or unhealthy, is the natural exercise of the superabund- 
ant vitality that is in the man. Instead of looking for a 
shorter-lived generation of medical men then, because 
of the hurry of twentieth century endeavor, we may 
expect the race of medical patriarchs to be generously 
continued, for the investigation spirit is abroad, and 
physicians generally are rising into that higher plane of 
calm, original observation that fosters long life. 


A UNITED PROFESSION IN NEW YORK. 


From a telegram received from our New York cor- 
respondent just as we go to press we are led to believe 
that the long-hoped-for union of the New York profes- 
sion is soon to be realized. The matter came before the 
annual meeting of the New York State Medical Associa- 
tion held this week. Our correspondent wires that the 
joint committee representing the New York State Med- 
ical Association and the Medical Society of the State of 
New York agreed to recommend the adoption of the 
name of the Medical Society of the State of New York 
and the present organization of the New York State 
Medical Association, and to apply to the legislature at 
its next session for a new charter under this agree- 
ment. The New York State Medical Association adopted 
a resolution to the effect that the committee representing 
it be continued for the purpose of co-operating with a 
committee from the Medical Society of the State of 
New York to secure a charter at the next session of the 
legislature in 1903 which shall reconstitute the two state 
organizations into one state body. 


PROFESSOR LORENZ AND THE STATE BOARD. 


There has been considerable criticism of the action of 
the Illinois State Board of Health requiring Professor 
Lorenz, the noted Vienna surgeon, to take out a license 
to practice. As his practice here was not confined 
to consultation cases and there was every prob- 
ability of a large demand for his services after the adver- 
tising he has received, the strict compliance with the law 
on the part of officials oathbound to do their duty seems 
on the whole commendable rather than otherwise. It is 
not likely that an American physician would be allowed 
to do any profitable practicing in Vienna without going 
through a more than merely formal test of his qualifica- 
tions, if indeed he would be allowed to do any at all. 
In this country we are a little too apt to be over-accom- 
modating in such matters and we have hardly been 
educated yet to the point of seeing the necessity for any 
medical laws whatever. We do not believe, moreover, 
that the distinguished surgeon whose case was passed 
on by the board feels aggrieved because he has been 
regularly qualified as a practitioner in Illinois. We hope 
the board will go on with the good work of requiring al} 
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who are practicing medicine to conform to the law. 
There are still more than a few in Chicago and the 
state, both foreign and native, whose cases call for their 
attention. 


GRAVE ROBBING. 

The newspapers have lately been full of gruesome (to 
use a popular newspaper term) accounts of grave rob- 
bing in Indiana. There appear to have been very ex- 
tensive operations in this line and the public is naturally 
aroused on the subject. While there is no legal or moral 
defense for this kind of law-breaking, the fact that 
Indiana has no laws providing for legalized dissection 
and provision of dissection material is the real cause 
of the present state of affairs. Efforts that have been 
made to get such a law have been defeated, it is said, 
through the determined opposition of the undertakers, 
who have thus far exercised a predominent influence 
with the legislature as regards this matter. Yet the 
state of Indiana charters a medical college, and if it 
can get no material from lawful sources it utilizes un- 
lawful ones. The result is necessarily demoralizing ; it 
encourages the existence of a class of criminals who do 
not discriminate as to what they take or where it goes, 
and the result is these occasional distressing and gen- 
erally disturbing revelations. So long as every state 
must have a medical college it should also pass laws 
providing it with the necessary material. The medical 
profession and the sensible portion of the laity ought, 
in view of what has occurred, to have sufficient influence 
to secure legislation that will put the ghouls out of 
business. 


A SURGEON’S REMINDER. 


The surgeon's position is sometimes not an enviable 
one, especially when his failures or errors are public 
property. The recent experience of one of the most 
brilliant and progressive operators is in point. He was 
called to a patient who claimed that he had swallowed 
his false teeth and demanded an operation. The at- 
tending physician was positive that he had felt the 
object before it slipped away from him. The teeth were 
missing, the pharynx was lacerated as if by a rough 
body, and, in addition to all other tests, a radiogram 
was made that apparently showed the foreign body 
lodged in the lower esophagus. On operation the teeth 
were not found, but subsequently turned up in the 
patient’s bed. The patient died and the newspapers 
got hold of the story and made the most of it. It is 
clear that the patient suffered from a definite delusion, 
which could hardly have been anticipated or detected, 
and with this there must have been a hysterical con- 
tracture, such as is by no means unknown under such 
conditions. The surgeon’s fault was his too implicit 
confidence in the radiogram, which it seems must have 
been made by an unreliable or unskilled operator, and in 
believing what others told him. The result is an un- 
fortunate and really undeserved temporary publicity in a 
damaging way. The case suggests how much care should 
be exercised in surgical diagnosis to avoid mistakes and 
the impossibility of always avoiding them, even when 
apparently everything possible has been done. No sur- 
geon should operate on another’s diagnosis, unless veri- 
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fied by himself. In this case everything seems to have 
been misleading. The public and professional faith 
in the revelations of the z-ray is somewhat injured by 
this occurrence, but it has been long known that it, 
like even mathematics, may sometimes lead us wrong. 
It is not surprising that the surgeon in this case consid- 
ered the case as a proper one for operation. With the 
facts as given us, most, if not all, of us would have been 
similarly misled. 


PASSAGE OF TUBERCLE BACILLI FROM THE INTES- 
TINE INTO THE CHYLE VESSELS AND 
THORACIC DUCT. 

The great infrequency of primary tuberculosis of the 
intestines does not harmonize at all well with the view- 
that in a large number of cases tuberculosis is of ali- 
mentary origin. It will be recalled that Koch in his 
London address used this fact as an argument in favor 
of the harmlessness of milk from tuberculous cows. It 
would be difficult, however, to explain many cases of 
tuberculosis of the mesenteric lymph nodes, in which 
there may be no evident primary intestinal lesion, with- 
out assuming that the bacilli had entered from the in- 
testinal lumen. Experiments, too, indicate that tubercle 
bacilli, as well as other bacteria, may pass through the 
normal intestinal wall. The most recent experiments . 
are those of Nicolas and Descos,' who fed fasting dogs 
large quantities of tubercle bacilli in soup. Some three 
hours later the animals were killed and several cubic 
centimeters of chyle secured for further study at the 
same time as a thorough examination was made for the 
presence of existing old tuberculous lesions. They suc- 
ceeded in perfectly healthy animals thus fed, in demon- 
strating tubercle bacilli in the chyle in small num- 
bers and stainable with great difficulty; of greater im- 
portance perhaps is the fact that three guinea-pigs were 
rendered tuberculous by injection of chyle from two of 
these dogs. It is true that injections of similar materia! 
from four other dogs fed with tubercle bacilli did not 
cause tuberculosis in guinea-pigs. but it seems to be 
clearly shown that three hours after the ingestion of 
tubercle bacilli the contents of the chycle vessels and the 
thoracic duct may harbor virulent bacilli in numbers suf- 
ficient to cause tuberculosis of guinea-pigs. These ex- 
periments (which ought to be repeated by others) are 
certainly very suggestive of what may be the course of 
events when, for instance, milk laden with tubercle 
bacilli is taken into the stomach, and it may well be 
that tuberculosis of alimentary origin is established in 
this way without local intestinal lesions. 


UNFAIR TESTS. 

In a recent number of THe JournaL there was a 
criticism of one or two questions offered by the State 
Examining Board of California. The matter was of 
slight importance, and was only emphasized as a caution 
against affording the opponents of medical practice acts 
an opportunity to attack them; it does not appear from 
later information that any injustice was done to anyone 
on account of the questions mentioned. Nevertheless 
there has been started an active fight against the board 
on the part of the quacks, including the employment of 


1. Journ. de Phys. et Path. gén., 1902, iv, 910-912. 
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that frequent resource of exposed frauds, a libel suit. 
In this case the charge of libel against one of the med- 
ical examiners appears especially tenuous and, it seems 
to us, should prove a boomerang if it is ever carried to 
trial. There is always likely to be some dissatisfaction 
when an unduly large proportion of candidates from any 
particular school fail to pass, and though it indicates 
defects in the candidates rather than in the examiners, 
charges are liable to be made. When members of the 
profession fall out in such a matter it is quickly taken 
up and made the most of by those outside irregulars to 
whom all restrictive practice laws are an abomination. 
As a whole the California state examination was emi- 
nently fair and what any well-qualified candidate should 
have been able to pass. The attack on the law and on 
the individual members of the board is clearly un- 
justifiable and unworthy in its motives. 


Medical 


ARKANSAS. 

Personal.—Dr. J. C. Minor has returned to the United 
States after three years service in the Philippine Islands and 
will open an office in Hot Springs, about December 1.——Dr. 
Harry C. Stinson, Dermott, has been elected superintendent of 
the Arkansas State Lunatic Asylum, vice Dr. Philo O. Hooper, 
deceased. The firm of Drs. Holland, Jelks and Bernart have 
nen to the practice of Drs. Jelks and Holland, Little 

ock. 


ILLINOIS. 

Home for Feeble-Minded Children.—The Beverly Farm, 
Home and School for Feeble-Minded Children, Godfrey, has 
recently enlarged its equipment at an expense of $6000, intro- 
ducing a kindergarten school and an exclusive boys’ cottage. 


Chicago. 

Crusade on “Fake Medicine Concerns.”—<A detai! of detec- 
tives has commenced a crusade against fraudulent medicine 
concerns, and, on October 17, raided a building at 1545 
Michigan avenue and confiscated a large quantity of literature 
of the “Chicago Cure Company.” . 

Installation Clinics.—As a part of the special exercises 
connected with the installation of President James of North- 
western University, Professors Lorenz of Vienna, Robert T. 
Morris of New York City, and Norman Bridge of Pasadena, 
Cal., gave clinics at Mercy Hospital, October 22, from 9 a. m. 
to 1 p.m. Professor Morris also read a paper on “Peritoneal 
Adhesions” before the Chicago Medical Society on the same 
evening. 

Mortality of the Week.—The 445 deaths reported — 
the week ended October 18 represent an annual mortality 
12.73 per 1000, or an increase of more than 10 per cent. over 
the rate of the previous week, when there were 42 fewer deaths 
reported. The principal causes of the increase and the num- 
bers in excess were: Pneumonia, 22; nervous diseases, 13; 
apoplexy and heart disease, 12; diphtheria and violence, 8 each. 
Aside from diphtheria, the causes are those with which 
sanitary administration can do little. 


Hospital Must Secure Nurses.— The Illinois 
Training School for Nurses will terminate its connection with 
the Presbyterian Hospital at the expiration of its present con- 
tract, Nov. 1, 1903. In their communication to the executive 
board of the hospital the managers of the school say: 

At the expiration of our last contract, Oct. 1, 1901, it was with 
considerable reluctance that we entered into another, as we had 
found it impossible the p ing year to furnish the uisite 
number of nurses without ais in graduates, thus not only in- 
creasing our expenses, but reducing our income from special! nurs- 

» ‘e had hoped that this demand would lessen and that we 
might continue to serve you ano years, but this we now 
impossible. 


In closing our connection with the Presbyterian Hospital, we do 
it with sincere and with the most cordial a toward the 


trustees and all those connected with its management. 
Below-Grade Milk.—Notwithstanding the good pasturage 
an increased proportion of samples of milk below grade have 
been found by the milk inspectors; but this is largely due to 
the fact that their labors have been 


directed to the poorer 
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districts. The department has resumed the publication of the 
mames and addresses of dealers who sell “skimmed milk” as 
“whole milk,” and it rests with consumers to punish these by 
refusing to further patronize them. The dirty milkman is 
even more dangerous than the dishonest one, and the war 
against dealers whose facilities and depots indicate that they 
can not handle milk properly will be waged with more severity 
than heretofore. During the week several samples of milk have 
been found adulterated with formalin—for which there is even 
less excuse than in hot weather. Suits have been begun against 
these offenders and will be pushed 


INDIANA. 


Indiana Medical College.—The following lecturers have 
been added to the teaching force: Dr. Albert A. Kimberlin, 
—* diagnosis; Dr. Hugh M. Lash, nervous diseases; Dr. 

n J. Kyle, nose and throat diseases, and Dr. Charles A. 
Pfafflin, histology. 

Suit Withdrawn.—Dr. James N. McCoy has dismissed his 
damage suit against Dr. Norman E. Beckes, both of Vincennes, 
for $5000, without prejudice. The original suit was for $5000 for. 
malicious prosecution on account of alleged violation of quar- 
antine, and the defendant filed a demurrer to the complaint on 
the grounds that the law in malicious prosecution makes it 
necessary to charge a crime to found a suit. 

Wants Rules Made Law.—The State Board of Health has 
decided to ask the next legislature to enact the rules of the 
board into law, and to enact a state laboratory law to make 
enforcement of pure food measures possible. The rules of the 
board have the effect of law, according to the Supreme Court, 
but it often happens that justices of the peace and other 
udicial officers, not seeing them in the statutes, and not know- 
ng of the Supreme Court’s decisions, refuse to enforce them. 

Prevalent Diseases.—Sniallpox for the twentieth consecu- 
tive month was the most prevalent disease. There were 219 
cases reported from 39 counties with 3 deaths. In the cor- 
responding month last year there were 80 cases , with 
no deaths. Next to smallpox, typhoid fever was the most 
prevalent disease during the month, and the same order pre- 
vailed in the preceding month. All diseases of the respiratory 
tract increased in area of alence, while the diseases of the 
intestinal tract decreased in area of prevalence. 


Mortality of Indiana.—The monthly reports to the Indiana 
State Board of Health show that the total number of deaths for 
September was 2312. This is a death-rate of 13.6 per 1000 
annum, and is exactly the same rate as for the eeupeation 
month last year. The number of deaths under 1 year of age 
was 536, or 20 per cent. of the total number; between one and 
five years 288, or 10.7 per cent. of the total number; between 5 
and 10 years 71, or 2.6 per cent. of the total number; between 
10 and 15 years 62, or ef cent. of the total, and 65 and 
over 613, or 22.9 per cent. of the total number. From import- 
ant causes of death the number of deaths was as follows: 
Pulmonary tuberculosis, 282; other forms of tuberculosis, 51; 
typhoid fever, 232; diphtheria, 34; scarlet fever, 7; whooping- 
cough, 16; pneumonia, 112; diarrheal diseases under 5 years 
of , 322; cerebrospinal meningitis, 24; influenza, 6; puer- 

septicemia, 17; cancer, 114; violence, 105; smallpox, 3. 
i congailag these figures with those of the same month last 
year, there is an increase in the rate for consumption of 8.8 
vy 100,000, for typhoid fever of 21.6, and for pneumonia of 
8.9. 


Alleged Grave Robberies.—The cases referred to in Tue 
JouRNAL two weeks ago are now before the grand jury. All 
the accused, with one exception, are negroes. exception 
is the demonstrator of anatomy in the Central College of 
Physicians and Surgeons, who is under bonds. The 
claim that the demonstrator located bodies in cemeteries, went 
on the bond of an accomplice when caught, and also pledged 
himself to pay for certain shotguns bought by the negro grave- 
robbers. e partially dissected bodies found buried in the 
basement of the Indiana Medical College were proved to have 
been relics of the fire which consumed the buildings in 1898, 
and to have been legally secured. The law in Indiana has 
been construed by the attorney-general as a device to prevent 
medical colleges from getting bodies, rather than assisting 
them. A new law is to be proposed, by the provisions of which the 
state may furnish medical colleges the cadavers needed for the 
proper instruction of medical students in anatomy. The meas- 
ure will be modeled somewhat after the law in force in the 
District of Columbia, and will provide for a state board of 
anatomy. Ev medical college in the state will be repre- 
sented on it. Unclaimed bodies of paupers dying in public in- 
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stitutions will be reported to this board. Equitable distribu- erick G. Novy. The new medical building is not 


tion, according to number of students, will be made of these 
corpses among the colleges. After all have been supplied with 
a full quota the bodies shall be buried at county expense, as is 
now the method. 

IOWA. 


Ellsworth tal Opened.—The new hospital at Iowa 
Falls, erected iy efforts and munificence of E. S. Ellsworth, 
at a cost of about $20,000, has been opened. 

Leprosy in Iowa.—Secretary Kennedy of the State Board 
of Health has been asked for information as to what shall be 
done with two cases of leprosy in the state, one a 
young Norwegian woman living near Humboldt, and the other 
a man at Gilmore City. 

New Members of M 
Mercy Hospital, Davenport, 


tal Staff.—The staff of 
s been increased by the appoint- 
ment of Dr. Carl Matthey, consulting staff; Drs. George W. 
Banning and Karl Vollmer, la ogists and rhinologists, 
and Drs. Oliver W. Kulp, Frank N. Stiles, John D. Cantwell, 
Ono P. Sala, Frederick Boes, Oscar A. Dahms, George E. 
Decker, M. Middleton, Daniel J. McCarthy, Alfred B. 
Hender, and William Speers, attending staff. 


Coal Company Hospital.—<A large hospital has been erected 
near Middlesboro by the Stonega Coal and Coke Company, to 
care for the sick and injured men who may be hurt while in the 
employ of the company. 

Hospital Staff Reorganized.—The staff of S Memorial 
Hospital, Dayton, has recently been reorganized, with Dr. 
Charles B. Schoolfield, Dayton, president, and Dr. George J. 
Herman, Newport, secretary. eral new men have been 
added to the staff. The hospital has been in financial straits 
ee eee oe s now taken on new r. Dr. 
George Buttemiller has been appointed interne to the tal. 


MARYLAND. 


Personal.—Dr. Charles H. Ohr, Cumberland, celebrated his 
ninety-second birthday, October 19. He has had an eventful 
life and has filled many offices. He was educated at the 
Gettysburg College; graduated in medicine from the University 
of Maryland in 1834; settled in Cumberland in 1847, and was 
grand master of masons of the state, 1849-1851; served several 
terms in city council, was mayor of Cumberland, state senator, 
assistant surgeon U. S. Army during the Civil war; president 
of the Allegheny Fire Insurance Company and president of the 
Medical and Chirurgical Faculty of Maryland. He retired 
from practice several years ago.—Dr. W. H. Ravenscroft 
Oakland, will spend the winter in Denver. 
Baltimore. 
Fever and Mortality.—There were 5 deaths and 

40 new cases reported last week. The total mortality was 154, 
which is said to be the lowest death rate for years. 

Endowment of Medical School.—The faculty of the Uni- 
versity of Maryland has ee $1000 to the permanent 
endowment fund of the medical school annually for five years. 

Personals.—Dr. S. Griffith Davis has been elected professor 
of anatomy, clinical and operative surgery in the Woman's 
Medical College-——Dr. Henry Barton Jacobs has returned 
from Europe and is at his villa at Newport.——Dr. A. Leo 
Franklin has been appointed resident surgeon in the gyneco- 
logic department at the University of Maryland Hospital—— 
Dr. Frank Martin has returned from Europe.——Dr. J. B. 
Crenshaw sailed for Bremen, October 18.——Dr. Wiiliam A. 
Moale has returned after an extended trip abroad——Dr. 
H. H. Johnson has been recently appointed medical officer of 
the U. 8S. coast survey steamer Blake. Dr. Ralph Duffy, of 
the Johns Hopkins Hospital, has been appointed to a position 
on the staff of the West Penn Hospital, Pittsburg. 


MICHIGAN. 
Comparative Prevalence of Disease.— For September, com- 
pared with the average for September in the 10 previous years, 
pneumonia, measles and smallpox were more than usually 
ae and consumption, cholera morbus, cholera infantum, 
ysentery, intermittent fever, remittent fever and erysipelas 
were less than usually prevalent. The unusually cold and wet 
weather has apparently increased the rheumatism and de- 
creased the prevalence of diarrhea. 
University Medical Department —The fifty-third 
year of the medical department of the University of Michigan, 
Ann Arbor, began, September 23, with an address by Dr. Fred- 


yet com- 
pleted, but is promised to be ready next month. Dr. Willis 
succeeds Dr. Guy L. Noyes in the chair of ophthalmology; Dr. 
Charles W. Edmunds becomes superintendent of the hospital, 
vice Dr. Clarence A. Good, and Dr. Joshua G. R. Mainwaring 
has been appointed house physician in place of Dr. Henry W. 
Clouchek. e enrolment has been very satisfactory. 


Most Dangerous Communicable Diseases.—Meningitis 
was reported during September at 7 places; whooping cough at 
32 places; smallpox at 39 places; measles at 45 places; diph- 
theria at 52 places; scarlet fever at 103 places; typhoid fever 
at 169 places, and consumption at 231 places. Reports from 
all sources show meningitis reported at 6 places less; whooping 
cough at 7 places less; smallpox at 11 places less; measles at 
11 places less; diphtheria at 11 places more; scarlet fever at 
11 places more; typhoid fever at 21 places more, and consump- 
tion at 4 places more, in September, than in the preceding 
month, 

State Board of Health.—<At the regular meeting, held at 
Lansing, October 10, Dr. Victor C. Vaughan was requested to 
prepare leaflets on rabies and its prevention and tetanus and 
its prevention, to be promulgated by the board. A leaflet was 
also ordered to be prepared on the resuscitation of the ap- 

rently drowned. It was decided to hold a conference of local 

Ith officials in Ann Arbor. Delegates were appointed to the 
conference of state and provincial boards of health and to the 
American Public Health Association. The secretary presented 
elaborate statistics relating to cancer, compiled in the state 
department under the direction of Dr. Wilbur, chief of vital 
statistics division, exhibiting the ratio of deaths in Michigan 
from cancer to population in each period of age, showing that 
the ratio has increased at all periods of age above that of 
thirty years. Dr. Wilbur was tendered a vote of thanks for the 
work, and was requested to have it published. 


ber Mortality of Michigan.—There were 2548 
deaths returned to the Department of State during September, 
corresponding to a death-rate of 12.6 per 1000 per annum. 
This rate is slightly higher than the rate for the preceding 
month—11.8—but is lower than the rate for September, 1901, 
which was 14.1. There were 607 deaths of infants under 1 
year, 219 deaths of children aged from 1 to 4 years, inclusive, 
and 662 deaths of individuals over 65 years of age. Important 
causes of death were as follows: Tuberculosis of lungs, 162; 
other forms of tuberculosis, 26; typhoid fever, 80; diphtheria 
and croup, 48; scarlet fever, 17; measles, 4; whooping cough, 
24; pneumonia, 119; diarrheal diseases, under 2 years, 329; 
cancer, 114; accidents and violence, 152. Typhoid fever nearly 
doubled in mortality as compared with the preceding month, 
and diphtheria and pneumonia showed considerable amounts of 
increase. No deaths were —— from smallpox, the first 
month in which this has been the case since April, 1901. 


Detroit. 


Personal.—Dr. Burt R. Shurly, who has been abroad three 
months, has returned to Detroit. 

Michigan College of Medicine and Surgery commenced 
its fall term, October 1, with an enrolment of one hundred 
students. Dr. Edgar B. Smith delivered the opening address. 


Health Officer's Recommendations.—In his annual report, 
Health Officer Dr. Guy L. Kiefer makes a plea for a —— 
for communicable diseases, and also urges the value of ical 
inspection of schools. 

Detroit’s Deaths.—The twenty-first annual report of the 
Board of Health shows that during the fiscal year 4454 deaths 
occurred, a death-rate of 14.60 per 1000. Diphtheria caused 
48 deaths; scarlet fever 73, and smallpox 4. 

Fined for Il Practice.—A. H. Wesley, who was ar- 
rested at Orion for illegally practicing medicine, was found 
guilty, October 10, and fined $50. He paid the fine rather than 
jail the alternative of serving sixty-five days in the county 


Prohibits Drug Distribution.—The Detroit Board of 
Health has issued an order “That no person or persons shall 
gratuitously distribute, or cause to be distributed, on door- 
steps, in hallways or on the premises attached to any house in 
the city of Detroit, any medicine, drug or remedy containing a 
drug of any kind whatsoever, whether it be in liquid, tablet, 
capsule or pill form.” 


Adventures of Mi Physicians.—To stimulate the 
imagination or the narrative faculty of the Michigan physician 
the Detroit News-Tribune offers each week the sum of $5 for 
an account, not to exceed 500 words, of the most remarkable 
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incident which has occurred to a Michigan doctor or surgeon. 
The incident must have happened in the writer's own experi- 
ence, and in connection with his own practice. The name of 
the writer is not required for publication, unless he be willing, 
but simply for an evidence of good faith. 


MISSOURI. 


Addition to Hospital.—The contract for the 30 room addi- 
tion to St. Joseph's Hospital, St. Joseph, has been let. The 
new building is expected to cost about $30,000, and is intended 
to accommodate private patients. 

Accidents.——Dr. Thomas King, St. Joseph, was thrown from 
his buggy, October 13, fracturing his right arm above the elbow. 
Dr. U. B, Wingfield, Shackelford, was thrown from his 
buggy, October 11, breaking his left arm above the wrist and 
the right leg above the ankle, 

Personal.—Dr. Luther P. Walbridge, St. Louis, has been 
appointed assistant physician under Dr. Leonidas H. Laidley, 
medical director of the Louisiana Purchase Exposition.——Dr. 
William L, Whittington, late major and surgeon U. S. Volun- 
teers, formerly of St. Joseph, has been appointed to the medical 
staff of the State Hospital for the Insane, St. Joseph, vice Dr. 
John T. Field, deceased. 


NEW YORK. 

The Medical College of Syracuse University opened for 
registration, October 7. The faculty anticipates that there 
will be about 135 students in attendance. 

Hospital Appointments.—Dr. Mary H. Smith, Rochester, 
has been appointed junior assistant physician, and Dr. Nisban 
A. Pashayan of the St. Lawrence State Hospital, junior physi- 
cian at the Long Island State Hospital. 

Dysentery as a Reported Cause of Death.—During 
August there was reported to be an extensive — of dysen- 
tery in towns in Westchester County. This has been investi- 
gated by bacteriologists connected with the State He yee 
Laboratory, and will be reported on later. Very likely in not 
a few of the cases the disease was rightly named. Epidemic 
dysentery is of rare occurrence in this state. Sporadic cases 
occur and deaths from this cause are usually reported during 
the summer months. During August there were 125 deaths re- 
ported as from dysentery, outside of New York City. There is 
no doubt that the term dysentery is very loosely used as a cause 
of death. 

rt on Criminal Insane.—During the year ended Sep- 
tember 30, 14 convicts, whose sentence had expired, but who 
still were insane, were transferred from Matteawan to other 
state institutions. On Oct. 1, 1901, there were 752 patients, 
and 59 were admitted during the year. During 1901 there were 
206 discharges or transfers, reducing the number of inmates to 
605. One man who escaped was captured. There were 18 
deaths at the hospital in the course of the year, and 19 pa- 
tients recovered their reason. The ratio of recoveries, based 
on the average daily population, is nearly 3 per cent. Recovery 
among criminal insane, especially court cases, is extremely 
small. Those criminals adjudged insane are compelled to en- 
dure a longer confinement than the average term in penal in- 
stitutions. 

Smallpox.—There were 10 deaths from smallpox in August, 
of which 6 were in New York City. In July there were 34 
deaths, and prior to that there have been from 50 to 70 deaths 
monthly since last November. During July there were 285 
cases of smallpox in the state in 14 localities, including New 
York City; in August there were 134 cases, and dur- 
ing September, up to the 25th, there have been re- 

ed but 45 new cases, of which 17 are outside New 
fork City. During the summer the chief points of prevalence 
were Rochester, Corning, Walton, Albany and Stockport. With 
possible recurrence during the approaching lumbering season 
in the Adirondacks of the epidemics of last winter, the boards 
of health of all towns in which there are lumber camps are 
again directed and urged to enforce the requirement, under an 
exacted penalty, that no men be employed in them who have not 
been satisfactorily vaccinated. There is a genera! inilux about 
this time of the year of wood choppers from outside, especially 
from Canada, and often from infected localities. 


New College Requirements.—The secretary of th: Regents 
of the University of the State of New York has sent out a notice 
to the deans of medical schools, stating the requirements for 
the allowance of one year in the medical course to graduates 
of colleges and universities. The college work, which will be 
recognized as entitling the holder of a baccalaureate degree to 
an allowance of one year, must include either the studies of the 
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first medical year or work in general biology, physics, chemis- 
try, Latin and French or German. The statement is made 
necessary by the recent law of this state, permitting graduates 
of colleges to finish the medical course in three years, and 
intrusting the interpretation of this provision to the regents. 
In a communication from the secretary of Cornell University 
Medical College, he announces that that institution was the 
first in the state to advance the requirements for admission 
in accordance with the standard of the regents, and that al- 
though the requirements were rigidly enforced, the class just 
entered numbered 121 as against 181 last year, demonstrating 
that a very satisfactory proportion of the men who wish to 
study medicine can obtain an education outside of the medical 
colleges in the natural sciences sufficient to enable them to go 
on with the more specialized subjects taught in the medical 
colleges. 

Combination of State Association and State Society.— 
At a joint conference, held on Monday last, by the committees 
representing the New York State Medical Association and the 
Medical Society of the State of New York, it was agreed to 
recommend that the name of the state society and the present 
organization of the state association be retained and that 
application be made to the legislature for a new charter. The 
association unanimously adopted the following resolution: 
“That the committee be hereby continued for the purpose of 
co-operating with a committee from the Medical Society of the 
State of New York to secure a charter from the legislature at 
its next session, 1903, which charter shall reconstitute the two 
state organizations into one state body. But if the Medical 
Society of the State of New York shall fail to approve such 
plan of union by a charter to be secured at the approaching 
session of the legislature in 1903, then this committee shall 
be considered as discharged and the proposition of this asso. 
ciation withdrawn.” The state association also recommended 
the New York County Medical Association’s present plan of 
medical defense. Dr. Frederick Holme Wiggin of New York 
was elected president, and Dr. W. H, Thornton of Buffalo vice. 


New York City. 

Thousands for tal.—The Board of Estimate has ap- 
propriated $220,000 for the Harlem Hospital. 

Smallpox at Quarantine.—One of the steamers of the Ham- 
burg- American line is detained at quarantine because of small- 
pox developing among the steerage passengers. 

Illegal Practitioner Fined.—James C. Magnus, doing busi- 
ness in West Twenty-eighth Street, was convicted of 
medicine without a license. The penalty is $250 fine or a year’s 
imprisonment, or both. 

Carnegie Laboratory Changes Ownership.—The New 
York University took title yesterday from the Bellevue Hos- 
ong Medical College to the five-story Carnegie laboratory. 

consideraton was nominal. 

Additions to Columbia's Faculty.—Dr. L. Emmet Holt 
has been appointed professor of diseases of children, Dr. Walter 
B. James, professor of the practice of medicine, and William 
J. Giles, M.S., adjunct professor of physiologic chemistry. 

New Hospital for Deaf Mutes.— Plans have been prepared 
for a new hospital in connection with the New York Institu- 
tion for the Instruction of the Deaf and Dumb. The new hos- 

ital, which is to be erected on the grounds at Lafayette 
levard and 165th Street, is to be a three-story structure, 
and is expected to cost $100,000. 

Personal.—Dr. W. W. Van Valzah has resumed professional 
work at 10 West Forty-third Street, after an illness of four 
years. Dr. David D. Jennings has been appointed poli 
surgeon, vice Dr. Joseph H. O'Connell, retired. Dr. Wil- 
liam H. Bates, who disappeared from this city, August 30, was 
found a few days ago at Charing Cross Hospital, London. 

Trachoma in the Schools.—According to Health Commis- 
sioner Lederle the medical inspectors have found 18 per cent. 
of the public school children examined suffering from trachoma. 
So far, 988 pupils have been excluded because of the condition 
of the eyes, 814 of these being in the grammar schools. 
mayor has been asked for an appropriation of $21,000 to 
carry on the work of inspection. 

Buffalo. 

Typhoid Fever in Suburb.—There are many cases of 
typhoid fever at West Seneca, a suburb of Buffalo. Within a 
distance of a quarter of a mile there are 8 cases. The outbreak 
is due to the use of well water. There is a good water supply 
there now, water coming from the mains of the Depew Water 


president. 


190 


Der. 25, 1902. 


Company. The water is obtained from an intake pipe built 
about a mile outside the shore in Lake Erie. 

Health for ber.—The monthly report of the De- 
partment of Health for September shows a mortality of 410, 
equivalent to an annual death rate of 13.29 per 1000. Of this 
number 93 deaths were from communicable diseases. The prin- 
cipal number of deaths occurred as follows: Pulmonary con- 
sumption, 29; cholera infantum, 29; typhoid fever, 17; de- 
bility, 37; cancer, 12; apoplexy, 16; meningitis, 17; valvular 
disease of the heart, 27; pneumonia, 20; gastro-enteritis, 17; 
nephritis, 19, and violence, 21. 

Personal.—Dr. Norman L. Burnham was elected secretary 
to the medical section of the Academy of Medicine.———A dinner 
was given in honor of Dr. George Dock of Ann Arbor by Dr. 
Charles G, Stockton, at the Saturn Club——Dr. Floristan 
Aguilar of Madrid, a dentist of international fame, was the 
guest of Dr. William C, Barrett, dean of the dental depart- 
ment of University of Buffalo.——Dr. Charles Cary is in the 
North Woods. Dr. Regina Flood Keyes was oe ob- 
stetrician to the Erie County Hospital, vice Dr. Earl! P. 
Lothrop, resigned. 


GENERAL. 
Manila Escape.—Nineteen lepers escaped from the 
San Lazaro Hospital, September 3, through the carelessness of 
the guards. It is said that there are many other lepers at 
large in Manila, who are as yet undetected because the disease 
is not far advanced. As it progresses, they will doubtless be 
discovered and segregated. 


More Surgeons for the Navy.—Surgeon-General Rixey’s 
annual report of the Navy states that the medical force is in- 
adequate. Whereas since the Spanish war the medical corps 
increased only 15 per cent, in numbers, the naval strength in- 
creased 70 per cent., and the examination for re-enlistment 102 
per cent. He submits a recommendation for the appointment 
of 150 more medical officers. He also recommends the establish- 
ment of a woman’s nurse corps, numbering 50, to be increased 
as need arises. The report shows that the health of the Navy 
and Marine Corps was good throughout the past fiscal year, the 
percentage of sick and the death rate being lower than for 
several years. 

Egyptian Medical Congress Representative.—Major Wil- 
liam ©, Gorgas, surgeon, U, S. A., has been designated by 
Surgeon-General O'Reilly to represent the United States Army 
at the first Egyptian Medical Congress, which will meet in 
Cairo, December 16. The pur of the congress is to collect 
data in regard to tropical diseases and discuss means for 
eradicating them. Major Gorgas is an expert on tropical dis- 
eases. He was stationed at Havana during the greater part 
of the American occupation of Cuba, and made a special study 
of yellow fever. It was through his efforts that the disease 
was practically eradicated in Cuba. The great cholera epi- 
demic in Egypt this summer was the main reason for the call- 
ing of the congress. 


The Alvarenga Prize.—The College of Physicians of Phila. 
delphia announces that the next award of the Alvarenga Prize, 
being the income for one year of the bequest of the late Senor 
Alvarenga, and amounting to about $180, will be made on 
July 14, 1903, provided that an essay deemed by the committee 
of award to be worthy of the prize shall have been offered. 
Essays intended for competition may be on any subject in 
medicine, but can not have been published, and must be received 
by the secretary of the college on or before May 1, 1903. Each 
essay must be sent without signature, but must be plainly 
marked with a motto and be accompanied by a sealed envelope 
having on its outside the motto of the paper and within the 
name and address of the author. It is a condition of com- 
petition that the successful essay or a copy of it shall remain in 
possession of the college; other essays will be returned on 
application within three months after the award. The Alvar- 
enga prize for 1902 was not awarded, the committee having 
decided that no essay of sufficiently high standard was sub- 
mitted in competition. 


CANADA. 


Personal.—Dr. James Anderson, Hamilton, Ont., is taking a 
— course in children’s diseases in New York, and wil! 
shortly proceed to London, England, where he will continue 
these studies. Dr. H. W, Thomas, Montreal, has been ap- 
em a fellow in pathology at the Medical Faculty of McGill 

niversity. For the past three years he has been in Germany, 
where he was pursuing a course in comparative pathology. 
Dr. W. M. Ford of McGill, Rockefeller Riew of pathology, has 
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been appointed to the staff of the Rockefeller Institute at 
Chi ———Dr. Charles O'Reilly has returned to Toronto, 
after attending the annual meeting of the medical superin- 
tendents of the hospitals of the United States and Canada. Dr. 
O'Reilly is the superintendent of the Toronto General Hos- 
pital, and was elected to the position of vice-president of the 
association.———-Dr, and Mrs, Arthur A. Small, Toronto, have 
returned to Chicago to reside permanently. 


Manitoba Medical Council Meets.— At tue annual meeting 
of the council of the College of Physicians and Surgeons of 
Manitoba, held in Winnipeg, October 8, the following officers 
were elected: President, Dr. George Riddell, Crystal City; 
vice-president, Dr. A. J. Macdonell; treasurer, Dr. James Pat- 
terson, Winnipeg; and registrar, Dr. J. S. Gray, Winnipeg. It 
was decided to appropriate $1200 to improve and increase the 
library, which is being maintained in the interests of all 
licensed medical men in the province. The library is now well 
stocked with all the latest medical publications, and any medi- 
cal man is privileged to use any of these books. 

Toronto Free Consumption Hospital.—In connection with 
this institution a petition is now being circulated asking the 
City Council to submit to the electors at the coming municipal 
elections a by-law to provide for the raising of funds for the 
immediate commencement of the work of erecting the new 
buildings. One well-known citizen of Toronto has offered to 
contribute $25,000 toward the new institution. The National 
Sanitarium Association is at present making an urgent appeal 
for funds to enable it to carry on the work at the new hos- 

ital at Gravenhurst. There are now 150 patients at the two 

ospitals at Gravenhurst. On Thanksgiving (October 16) a 
dinner was organized by the two medical superintendents, Drs. 
J. H. Elliott and C. D. Parfitt, and a very pleasant day was 
spent throughout. 

Judicial Decision re Nurses’ Fees.—A nurse had been 
engaged for an expected confinement, and told to hold herself 
in readiness on and after a certain date. This she did, and 
one week after that date was called to attend the patient. 
Payment for her services for that week was refused, hence the 
suit in court. The question for decision was: Should a nurse. 
when engaged for a fixed date be paid for the time of waiting 
after that date, as well as for the time of service? The 
affirmative decision has given general satisfaction to the 
nurses and physicians in Toronto. 


FOREIGN. 


Retirement of Professor Neumann.—<As Professor I. Neu- 
mann of Vienna has reached the academic age limit, he will 
retire with the current year from the chair of cutaneous affec- 
—. His successor has already been appointed, Prof. F. 


Prizes for Miners’ Phthisis Remedy.—A cable from 
Johannesburg announces that the Chamber of Mines offers 
prizes of $2500, $1250 and $500 for the three best practical 
suggestions of how to combat miners’ phthisis. This disease ix 
caused by the dust from the drilling. 

The German Medical Press Association held its annual 
meeting at Carlsbad, in October, and steps were taken to in- 
corporate the association in the newly-formed international 
press association. The committee in charge of the matter in- 
cludes Eulenburg, Posner, Spatz, Adler and Herrnheiser, 
representing the great weeklies. 

Memorial Scholarships in Russia.—Contributions are be- 
ing received at Moscow to found a series of scholarships as a 
memorial to the late specialist in children’s diseases, Professor 
Filatoff. The first one has already been established. The St. 
Petersburg Institute for Experimental Medicine is also col- 
lecting a fund as a memorial to its recently deceased member, 
Prof. M. W. Nencki. 

Attendance at the St. Petersburg Woman’s Medical 
College.—There are 112 candidates for the degree of M.D., 
graduates of this institution. The total attendance is 1412 
and the applications have been so numerous that the faculty 
was able to select from the “gold medal” high school graduates 
almost the entire body of students. Exceptions were made 
only in favor of those women who had already waited three to 
five years for admittance to the college. 


The Plague at Odessa.—The city of Odessa in Russia has 
expended 67,000 roubles in fighting the plague, and its citizens 
have spent nearly half a million, while commerce, manufactures 
and trades have suffered great loss. The city has consequently 
appealed to the national government for aid, as it has reached 
the limit of possible expenditure in this line. Nearly $2000 
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was spent on the extermination of rats. There have been 35 
cases of the plague, in all, with 13 deaths to September 16. 


Cholera in Palestine and —The epidemic of cholera 
is spreading rapidly in Palestine. The city which has suffered 
the most thus far is Gaza, where there have been thirty to 
forty deaths daily. In Egypt the disease is now well under 
control. Hubbard T. Smith, the acting consul-general of the 
United States at Cairo, telegraphed the State Department, 
October 11, that since October 4 there had been in al! Egypt 
971 new cases of cholera and that 916 persons have died of 
disease. 


Suicides in France, 1880-1900.—<According to the statis- 
ties recently published in the Sem. Méd. the annual average of 
suicides in France from 1896 to 1900 was 23 to 100,000 inhab- 
itants. This includes 37 men to 11 women to 100,000, an 
average of 7069 men and 2017 women for each of the four 
years. The proportion of the unmarried was 33, of the mar- 
ried 25, and of widowers or widows 62. The liberal professions 
and official positions furnished 138 and the laboring classes 25 
per 100,000. The suicides attributed to insanity were twenty 
years ago one-third of the total number, but during the four 
years mentioned were only a sixth. In the nineteen years 
previous to 1899, the proportion was constantly progressive 
from 19 to 25 suicides per 100,000, but in 1900 it was only 22. 
The proportion of sui in the cities was 27 to 18 per 100,000 
in the country. 

LONDON LETTER. 
Decrease in the Population of Ireland. 

The report of the Census Commissioners relating to Ireland 
shows that the population in 1901, including the members of 
the naval and military service in the country, was 4,458,775— 
2,200,400 males and 2,258,735 females; in 1891 it was 4,704,- 
750—2,218,953 males and 2,385,796 females. There was, there- 
fore, in the ten years a decrease of 245,975 persons, or 5.23 per 
cent. The only county in which an increase of population took 
place was Dublin, with 6.3 per cent. There is a marked dim- 
inution, amounting to 12.2 per cent., in the number of children 
and young persons under 20 years of age in 1901, as compared 
with 1891. The emigrants from Ireland numbered during the 
last decade 430,993—200,125 males and 230,868 females; in 
the previous decade the emigrants amounted to 768,105. The 
total for the past fifty years is 3,846,395 and 71.5 per cent. 
were between the ages of 20 and 45; 89 per cent. of the total 
go to America, and 6 per cent. to Great Britain. 


Mosquitoes and Malaria at Ismailia. 

Major Ronald Ross has completed his investigations into the 
causes of the prevalence of malaria at Ismailia. Unlike Lagos 
and Freetown, where, owing to the deluge of rain, mosquitoes 
find innumerable pools for their larva, Ismailia is situated in 
the midst of a desert, where a burning, dry wind shifts the sand 
from hillock to hillock, and covers everything with dust. How, 
then, if malaria is really carried by mosquitoes, can the pres- 
ence of the disease be accounted for in such a place as Ismailia? 
The question has been answered by Drs. Dampeiron and Pres- 
sat, the physicians of the Suez Canal Company, who not only 
have found anopheles in infected houses in the town, but also 
discovered their breeding places. The subsoil water in the 
desert round Ismailia is so near the surface that it actually 
produces a little vegetation, and even something like miniature 
marshes are said to rise and fall with the fluctuations of 
the distant Nile. In most places the water is too brackish 
for vegetation or mosquitoes, but in a few it is fresher, and in 
two such close to Ismailia, and only a few hundred meters 
from the houses, the larve of the malaria-bearing anopheles 
were easily found. Small as the marshes are they have pro- 
duced a sick rate of about 1000 cases of malaria fever a year. 
Ismailia itself is copiously irrigated by the fresh water canal. 
Major Ross, therefore, expected to find anopheles at Ismailia 
in the irrigation channels, but this fear proved to be unfounded. 
The deeper permanent channels contain swarms of fish, which 
render them uninhabitable for mosquito larva, while in the 
smaller channels the water is at once absorbed by the thirsty 
sand. Major Ross thinks that the task of exterminating the 
anopheles will be both a and cheap. It is only necessary to 
fill up the two small marshes or to deepen them so as to admit 
fish. As a preliminary, on September 24, Dr. Pressat, Sir W. 
MacGregor and Major Ross commenced the work by having the 
ey treated with oil by the newly-formed “Mosquito brigade.” 

officials of the company will zealously continue the work, 
and Major Ross is confident that the town will shortly be rid 
of the malaria pest. Both Port Said and Ismailia have many 
mosquitoes of the ordinary kinds, which cause great annoyance. 
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It has been ascertained that they breed in swamps in the sub- 
terranean cisterns provided for the drainage of the houses. 
Special men are to be employed to destroy the larve every week 
with oil. Malaria has also existed at the company’s water 
works at Suez. There, again, anopheles were found in some 
very small puddles in a little marsh close to the water works. 


Ice Cream Poisoning in London. 

A re of some cases of ice cream poisoning which occurred 
in London recently has been issued by Dr. Collingridge, M.O.H. 
Eighteen boys in the telegraph department of the General 
Postoffice became ill in July after consuming ice cream. The 
symptoms were colicky pains, headache, nausea, nervous de- 
pression, and in some cases vomiting and diarrhea. Samples 
of ice cream purchased at the shops were submitted to Dr. 
Klein, F.R.S., for bacteriologic examination. Out of the 24 
samples Dr. Klein reported that 13 were poisonous, as tes 
by inoculation of guinea-pigs. Many of the ice creams con- 
tained comparatively few organisms, and of a harmless 
nature. Others contained enormous numbers. Among the or- 
ganisins isolated by Dr. Klein were Bacillus mesentericus, 
Bacillus coli, a virulent variety of Bacillus lactis aerogenes, 
some members of the proteus group of organisms, and an anaé- 
robic bacillus unnamed. The majority of the specific patho- 
genic bacilli discovered in several of the samples were of a 
non-sporing variety, and therefore if originally present in the 
materials of the ice cream would have been destroyed by anit 
which takes place as a part of the manufacture. Therefore 
is assumed that these organisms gained access to the material 
while it was cooling. The subsequent freezing, while it might 
inhibit its growth, would certainly not destroy such a bacillus, 
and on ingestion and melting its growth and development 
would again commence. Out of the 13 samples containing or- 
ganisms having an injurious effect, twelve were prepared ip 
unsanitary premises. The majority of the manufacturers are 
aliens. Dr. Collingridge recommends that the condition of the 
premises where ice creams are prepared must be controlled and 
that the manufacture of the substance must be insured in 
such a way as to prevent contamination. ‘his can now be done 
under the new legislation which gives authority to insist that 
freezing shall be carried out immediately after the mixture is 
— and thus the period available for contamination short- 


The London Hospital and Sir Frederick Treves. 

The 118th session of the London Hospital Medical Col 
has been opened by the usual old students’ dinner. The cha 
man, Mr. E. Hurry Fenwick, in proposing the toast of the hos- 
pital, spoke of the great improvements that had lately been 
carried out and of the high honors that had fallen to the hos- 
pital during the past year, particularly the distinction con- 
ferred on Sir Frederick Treves, who had rendered enormous 
services to the king and the country. Sir Frederick Treves, 
in acknowledging the way in which his health had been drunk, 
stated that great as had been the praise bestowed on him and 
high as were the honors that it had pleased the king to 
confer on him, he owed everything to his training at the Lon- 
don Hospital. He rejoiced extremely that the honors brought 
to the London Hospital were by no means limited to himself, 
for the anesthetist who assisted him was the anesthetist at the 
London Hospital, and the nurses who carried out his directions 
were London Hospital nurses. The Hon. Sydney Holland 
(chairman of the hospital) in replying for the hospital, said 
that everything had been done to bring the hospital and coll 
up to date, and they were determined to maintain them in t 
highest state of efficiency. Enormous strides had been made 
in the last few years. The isolation block was now com- 
leted at a cost of $150,000, which had been given by a friend of 

ir Frederick Treves; the postmortem department, with the 
pathological institute attached, built at a cost of $100,000; the 
new operating theaters, built at a cost of $565,000; new chil- 
dren’s wards and sterilizing department; a new out-patient 
department, which would be opened in two weeks, erected at a 
cost of $350,000, and a new convalescent home, built at a cost 
of $60,000. 


Lavage in Vomiting of cy.—There is one disorder 
in particular, in which I have found drug treatment very un- 
satisfactory. I refer to the pernicious vomiting of pregnancy. 
Here lavage is our best remedy. The exact explanation of ite 
action here I can not give, as the vomiting does not always 
seem to de on the contents of the stomach. It is 
that the stomach washing has some helpful effect on the reflex 
nervous mechanism.—Hedback, in St. Paul Medical Journal. 
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Oct. 25, 1902. 
Queries and Minor Notes. 


ANONYMOUS COMMUNICATIONS will not be noticed. Queries for 
this column must be accompanied by the writer's name and address, 
but the request of the writer not to publish his name will be faith- 
fully observed. 

REQUIREMENTS FOR MEDICAL PRACTICE. 

KNOXVILLE, TeNN., Sept. 20, 1902. 
To the Editor:—Will you kindly give me through these columns 
the legal requirements for practicing medicine in Arizona, Colorado, 
Mexico and British Columbia? J. P. W. 
Ans.—In Arizona an examination and satisfactory diploma are 
required. In Colorado a diploma approved by the State Board of 
Medical Examiners. In Mexico a rigid examination in the Spanish 
language and elaborate identifications of the individual and his 
medical credentials. In British Columbia an approved diploma, 
identification and a satisfactory examination. 


SUPPRESSION OF URINE. 

Paris, i.., Oct. 20, 1902. 
To the Editor:—In the fall of 1880 Mrs. 8. had complete sup- 
pression of urine. After trying diuretics for more than a week, we 
prescribed a glass of water every two hours, and in less than 
twenty-four hours her kidneys began to act. In case the stomach 
would not retain water. | would give a salt solution either by ene- 
ma or hypodermically. Is it not possible that in Dr. Seiler's case 
(Tue Jourxat, October 11, p. 915) the sweating, vomiting and 
eurging had something to do with the suppression *% 
W. H. Tex Brorck. 


Gorrespondence. 


Organization. 
WickuiFre, Onto, Oct. 13, 1902. 

Your article on the chaotic condition of the medical profes- 
sion as regards its power and influence with the public because 
of its lack of organization and unity is very timely and to the 
point. It is to be regretted that the medical profession with 
all its boasted learning and conceit does not command any 
power political or civil, compared to organized labor to-day. 
The profession is not so numerous but that if it were so thor- 
oughly organized as labor, and its individual members more 
governed by the single-mindedness and good sense of which 
it boasts, it could wield a tremendous power in politics and 
could command any reasonable compensation it demanded for 
services rendered to the state, corporations or individuals. Mem- 
bers of the profession of theology and law far outstrip us to- 
day in the respect and power they command in state and civil 
affairs. 
If this were not so we would not have the hordes of compe- 
tent physicians all over the country that we have to-day strug- 
gling with poverty and coming to old age without a competence, 
hardly able to earn enough to live decently and educate two or 
three children as they ought. 
I will cite the condition of the profession in Ohio to-day, 
which could be remedied by organization. The coroner of Lake 
County treats 350 lodge members for $1 a year each. He has 
a contract to treat the poor of a population of 2,500 people, 
three-fourths laboring people, for $25 per year—worth $300 to 
$500, also a contract with the county directors of infirmary to 
go a distance of nearly five miles and treat the inmates for 
$100 a year. Township trustees, in nearly every township in 
the state, farm out the poor for treatment in many instances 
to incompetent or unscrupulous physicians, for about $50 a 
year for work that if fair fees were paid would amount to any- 
where from $200 to $500 a year. 
The Lake Shore Railroad Company does not pay any of its 
local railroad surgeons, a pass being the only remuneration. 
At Ashtabula, Ohio, there is more than $1,000 worth of work 
in the yards every year. At Collinwood, where the yards of 
the L. S. & M. S. R. R.—the greatest shops in the world—are 
located, employing nearly 3,000 men, two young surgeons are 
paid the magnificent salary of $100 a year for tending to the 
accident work of all employes. The P. & W., now a branch of 
the B. & O., at Painesville, Ohio, where their terminal employs 
a large number of men, pay the surgeon $100 a year, I am 
told by a doctor who once held the appointment. 
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The writer has been doing the accidental surgery for a small 
steel structural plant, recently moved to this place from Cleve- 
land. Recently I charged $1.50 for removing a speck of steel 
from the eye of an employe. I had also dressed a scalp wound 
for another employe which took more than an hour, and in 
which it was necessary to insert five stitches; the patient was 
suffering from slight concussion and the wound and hair was 
filled with clot and shop dirt. My bill for this was $5. 

The company informed me that it had not paid more than 
$1 for removing bodies from the eye, nor more than $3 for 
dressing any scalp wound, in Cleveland. That they would pay 
such and such fees for such and such injuries, and hoped that 
I would see very clear to render services to employes at terms 
stipulated by them, and that if I would reduce the above 
rendered bill to $1 and $3 respectively, they would mail check. 

The members of the profession are constantly humiliated 
and insulted by wealthy corporations, state, county and city 
officials. Why? Because, as a lawyer once said in an import- 
ant case, “doctors are all a set of d—— fools,” and because 
the profession is not organized. If the physicians of this 
county and Cuyahoga were organized as they should be with a 
uniform fee bill, having a black list and protection features, 
I could reply to the officers of that plant that the profession 
of the county had a fee bill, the terms of which I could not 
deviate from, and that if they did not want to pay my charges 
for services rendered I did not have to do the work. As it is, 
if I do not accept the fees the company offers, the work will 
go to another physician and the company knows it can get 
plenty of doctors to do their work for whatever they are will- 
ing to pay. What the medical profession needs is a leader, to 
take it out of the valley of poverty and humiliation, a Mitchell, 
as the miners have, or a Morgan, as the trusts have. 

F. H. Topp, M.D. 


Unfair Tests. 


San Francisco, Oct. 11, 1902. 

To the Editor :—I\n your editorial on “Unfair Tests,” in the 
issue of October 4, you discuss the criticism by the Pacific 
Medical Journal of the questions in pathology submitted by 
the California State Board of Medical Examiners. In order 
that your deductions should have full value, it seems to me 
fair that a full knowledge of the truth of the facts in your 
premises should be given you. You suppose that the writer of 
the editorial in the Pacific Medical Journal is correct in stat- 
ing that some were rejected for failure to answer the questions 
to which exception was taken—“Define cryoscopy,” and “What 
are the characteristic lesions of Hanot’s cirrhosis.” First, as 
to the truth of this. The editor of the Pacific Medical Journal 
is dean of a recently organized medical school in San Francisco 
and president and manager of its board of trustees. Out of a 
class of 40 or more graduates from this school, 11 chosen ones 
took the examination; certain of the others have openly stated 
that they never intended to take any state examination, and 
our worthy governor has recently given one of these a medico- 
political job. Of the 11 who took the examination, 6 failed in 
4 or 5 of the 9 subjects. From the other two regular schools 
of San Francisco represented at the examination, there were 
48 candidates, and 3 failed. Only one candidate was condi- 
tioned in pathology, having obtained less than the required 
60 per cent. 

Secondly, over 75 per cent. of the candidates defined Hanot’s 
cirrhosis more accurately than you have done in your editorial. 
This places the statement of the editor of the Pacific Medical 
Journal where it belongs. As you say yourself “from the pub- 
lished questions, the examinations seem eminently fair in all 
other respects,” I think it only just to your readers to state 
that the examinations were particularly easy and were easily 
marked. A few questions may have been asked rather to test 
the kind of teaching done in some of the schools than to catch 
the students; but when a school, in this age, graduates a man 
who defines in tion as “the susceptibility of some peo- 
ple to disease,” it is time that the respectable element of the 
profession take steps to protect itself as well as the public by 
ascertaining the quality of the teaching in our institutions 
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and by ferreting out those who display both ignorance and 
defiance of the law. Respectfully yours, 


Duptey Tart, 
Vice-Pres. Cal State Bd. Med. Pxam. 
Incompetent Hospital Management. 
Chicago, Oct. 15, 1902. 


Tce the Editor:—My attention has been called to an article 
in your number of October 11 [pages 918 and 920) speaking of 
one of our nurses who was concerned in the late accident at 
the Presbyterian Hospital and stating that the nurse had been 
dismissed. This is not correct. She has not been dismissed, 
nor have we the slightest intention of dismissing her. She 
went home because she was very much disturbed and unstrung, 
as was perfectly natural, though the chief blame did not rest 
on her, but on the person who sent 1 gr. strychnin tablets to 
the ward, where the only ones usual and permitted are 1/60 
grain. The fault of the nurse was only in the fact that she 
assumed that the tablets were the usual ones, and did not read 
the full label to see. Her career is not ended; she will finish 
her course, and no one who knows the full facts can feel any- 
thing but sympathy for her, in that she has suffered acutely, 
while not seriously in fault. Lucy L. Flower, 

President Illinois Training School for Nurses. 

177 Lake View Avenue. 


State Boards of Registration. 


Mo rt.—Dr. William C. Riddell, secretary of the 
Board of Medical Examiners of Montana, reports the examina- 
tion held at Helena, October 7, 8 and 9, as follows: Number of 
subjects, 14; questions, 70; percentage required to pass, 75; 
written examination ; total "number examined, 20; passed, 16; 
failed, 4. 


PASSED. 
Candi- Sch. of Year Per- 
date. Vract. College. Grad. cent 

lege ys. an ares. 
4 l. pam Med. Coll. of Mo., St. Louis... 1898 77 
6 tush Medica 1889 75 
9 tush Medical Collene 1899 82 
7 University of Minnesota............. 1897 84 

iD niversity of Minnesota............. 1901 81 
8 ‘ Marion Sims Med. Coll., St. Louis..... 1898 75 
9 ‘ Marion Sims Med. College. St. Louis.. 1896 *°76 
1 ‘ Northwestern University, Chicago..... 1900 84 

5 ; Northwestern University, Chicago..... 1900 75 

12 McGill University 1901 85 
4 lievwue Medical College............. 1900 79 
6 Kentucky School of Medicine 1902 75 
7 Creighton Medical College, Omaha.... 1902 76 

FAILED. 

20 Missouri Cem. St. Louis.... 1889 51 
2 R. College Phys. a 1891 68 
K. College Phys. § R95, 65 

13 Cc Philadelphia. 1893 65 


*Fourth Examination. 
*Second examination. 


Thirty States Will Reciprocate.—President J. R. Cur- 
rens, of the Wisconsin Board of Medical Examiners, announces 
for the Federation of Reciprocal Examining Boards that prob- 
ably thirty states will unite in the arrangements. The next 
meeting is to be held in Chicago in November. 


Ohio Board Revokes Licenses.—The Ohio State Board of 
omg Registration and Examination revoked the licenses of 
Drs. A. E. Hoskinson and Charles F. Cookes of Columbus, 
October 7, for alleged criminal malpractice. It is stated that 
the state’s attorney will follow this with prosecution in the 
criminal courts. 

Western States to Recip t Follo ing a call from 
the Kansas and Missouri boards, representatives irom lowa 
and Nebraska met with them October 15 at Kansas City and 
discussed reciprocal recognition of certificates. A further 
meeting will be held, November 17, at Kansas City. Illinois, 
Texas, Colorado, Arkansas, Oklahoma and New Mexico are 


also asked to join in the arrangements. 


Photographs to be Shown in Missouri.—The State Board 
of Health has decided to require photographic identification of 
candidates, because of several attempts at impersonation of 
other persons they allege to have occurred. The board was 
in session October 15 and 16. 


It is stated that the license to 
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practice of Dr. Lyman B. Powell was revoked on the alleged 
ground of habitual drunkenness. Other cases of unprofessional 
conduct were before the board, but not acted on. 


Utah to Reciprocate.—At the quarterly meeting, October 7, 
of the Utah Board of Medical Examiners, a resolution was 
passed instructing the secretary to communicate with medical 
boards of other states with a view to a reciprocal acceptance of 
certificates of efficiency to practice medicine and surgery. An- 
other resolution was passed to notify all such as use the title 
of doctor without warrant that they will be prosecuted there- 
fore under the state statute covering this offense. 


Miscellany. 


The Indiana Practice Law. 


The Supreme Court of Indiana has just given out a decision 
that seems to settle the status of the practice law of that 
state as regards a large class of irregular practitioners. One 
Parks, a “magnetic healer,” was convicted in the Lawrence 
County Circuit Court of violating the medical law. He adver- 
tised himself as professor and magnetic healer, was not a grad- 
uate of any school of medicine and had no license. His treat- 
ment, so far as there was anything manual about it, consisted 
in holding the affected parts and rubbing. The court’s deci- 
sion affirms the validity of the indictment and of the statute. 
which had been challenged by the appellant, the latter as a 
proper application of the police powers of the state. It says: 


lt appears from the evidence that at the time in question the 

——— practiced magnetic healing. and had done so for eight 
rs prior thereto; that he did not use medicines or surgery ; t 

e e held himself out as a magnetic healer, advertised as such, and 
styled himself ‘professor’: that he was not a graduate of a, 
school of medicine and had no license; that he , wee gp 
; that on April 8, 1901, one Edward Garvey 
m, ed for . lame ankle; that after examining 
the ankle appellant diagnosed t 


case as rheumatism, and pro 
to give him treatment, 


which consisted, least In so far 


parts and rubbing them. on the part 
testifying as a witn ness, 


Appellan 
cha and received one dollar ee the treatment t ri 
Garvey. There can be no question as to the roe 8 gu if the 
act under which he was convicted is valid. 

For hundreds of years the matter of the conservation of the pub 
lie health has been a leading matter of police control. If a 
holds himself out to the community as a person skilled 4 the 
science of hea portunity to exer. 
cise the skill he claims to possess, his business mpressed 
with a public character, and he is therefore subject to reasonable 
regulation in its p ution. 


The limitations of the police power by the Federal Constitu- 
tion, especially as regards discrimination against personal 
rights, ave discussed by the court, which says: 


Counsel for agpetent denounce the law in questiee as “an at- 
tempt to determine a question of science ges control the personal 
and in a mat- 

hink, on the 
contrary, that the matter is one of very considerable poet and 
that the legislature is the appropriate tribunal to determine . 

of learning that those who gain a livelihood by seekin 

relieve the bodily ailments of others should possess. While it is 
true that the often-quoted definition afforded by 
Chief Justice Shaw, in Commonwealth Alger, Cush. 85, con- 
tains the limitation that such laws mest be - Re. and reason 


esome in the enactment of statutes | the police power 
The ‘courte would never venture to run a race of opin inton with the 
legislature on questions of mere expediency. Such a course wou 

be a gross judicial usurpation of power. 

The title of the medical practice act was claimed to be insuf- 
ficient as not in accordance with the constitutional provision 
that every act shall embrace but one subject and matters prop- 
erly connected therewith, which subject shall be expressed in 
the title. This claim is disposed of by the court, which says: 


We do not think that there is involved in this case a re as 
to the authority of the legislature to discriminate against rtic- 
ular school of practitioners. We are not judicially ry that 

etic healing, so-called, is so far based on coijrdinated, arr that 
that it can be cormed a science, or t 


henomena of magnet 
egislature in its 
exclusion of eppeltent. that both the limitations of value —~ the 
treatment possessed and the da it made it wise to 
confine its ee Lae a AY of men it would be 4 
to entrust i their education in subjects relevant 


ceeded 
of the appellant. 
healing was pref. V 3 
describe for people 190 
to the legislative department, that a very large measure of author- 
ecution as it is those whose does 
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lature, in judging of a matter of this kind, was author- 
ized to give heed to the opinions of scientific men, and, ae 
that it did so, it doubtless found substantial reason for the act o 
by such authority, it appears that 
while the practice of magnetic healing based on some elements 
f that its prosecution is attended with 


or. 

for, owing to the imperfect knowledge we possess 

of the brain and A ty enough has been — + yo that just in 
ne 8 


of a serious character, and therefore that these exper 
not be performed by ignorant empirics for the sake of gain, or with 
a view of causing amusement. iervous persons may be seriously 
injured by being subjected to such experiments, more especially if 
they undergo them repeatedly, and it should be — to have pub- 
lic exhibitions of the kind alluded to. The medical profession has 
always been rightly jealous of the employment of otism, in 
the treatment of disease, both from the fear of the effects of such 
operations on the nervous systems of excitable people, and because 
such practice is in the borderland of quackery and of imposture. 
Still, in the hands of skillful men, there is no reason why the 
proper employment of a method influencing the nervous system so 
powerfully as hypnotism | should not be the means of relieving pain 


or of re 
As a for by statute, it 


sease. 
ppellant was without the license provided 
may as in empiricism, which is de- 
fined as a practice of medicine, usi that term in its popular 
sense, founded on mere experience, without the ald of science or a 
knowledge of its principles. The state has by no means the 
t to seek to relieve 
process of manipulating and kneading the diseased or affected parts, 
with or without the element of hypnotic suggestion, but the legisla- 
ture has sought to deny to all persons the right to do the acts 
denominated by statute as “engaging in the practice of medicine” 
unless they possess the certificate uired. 

The statute in question, in its general scope, goes no further than to 
establish a standard that may be attained by reasonable application. 
and the means has an appropriate relation to the end. There is 
plainly, as avplied to the case in hand, no arbitrary or unreasonable 
deprivation of right. 

There is a very possible broad construction that can be 
placed on these remarks and even Eddyites might, it seems, at 
least to a non-lawyer, be brought under the same head of ille- 
gal practitioners as the magnetic healers. They have the same 
notice under the law of what is required, and the title C.S.D. 
used by them and the functions it advertises and implies would 
seem to bring them under the definition of the practice of 


medicine in the Indiana law. 

X-Rays Detect Forgery.—According to the Journal of 
Medicine, a man placed under arrest for illegal practice of 
medicine, clatming to be a graduate of an American college, 
presented a diploma which excited suspicion. The Roentgen 
rays revealed the outlines of a name erased to make room for 
that of the man who was thus convicted.—Toledo Med. and 
Surg. Reporter. 


Marriages. 


Jounx H. Pryor, M.D., to Mrs. Elizabeth Mayer, both of 
Buffalo, October 9. 

Tuomas P. Gray. M.D., to Miss Mary Head, both of Waverly, 
Ky., September 24. 

Cuester R. Ocpen, M.D., to Miss Edna E. Louchery, both of 
Clarksburg, W. Va. 

Epwarp Cunat, M.D., to Miss Rose Marie Humpal, both of 
Chicago, October 15. 

Epmunp P. Srarr, M.D., to Miss Laura Shutt, both of 
Ramsey, October 5. 

Lovis Joun Breyer, M.D., to Miss Minna Helen Berz, bot! 
of Buffalo, September 30. 

Arcuie A. Ber, M.D., Cairo, W. Va., to Miss Jessie Ollom of 
Belpre, W. Va., October 2. 

Jacos S. Orro, M.D., to Miss Elizabeth Townsend Wheeler, 
both of Buffalo, October 15. 

H. M.D., U. S. N., to Miss Eleanor York 
Parker, Philadelphia, October 15. 

Haywoop S. Hanse.t, M.D., to Miss Susan Mildred Wilson, 
both of Atlanta, Ga., October 22. 

Joseru P. F. Burke, M.D., to Miss Evelyn Mary Mooney, 
both of Buffalo, Wednesday, October 8. 

Howsrp Fietcuer, M.D., to Miss Mattie Leigh Powell, both 
ef Richmond, Va., at Towson, Md., October 8. 
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Epwarp 8S. Everett, M.D., Lacon, Il, to Miss Maris 
Wetzel of Sparland, at Peoria, October 2. 

Joun H. Nicnots, M.D., superintendent of the State Hes- 
pital, yields Mass., to Miss Ada Howe of Danvers, Mass., 
October 2. 


Deaths. 


Aaron Mercer Brown, M.D., died at his home in Cincin: 
nati, October 3, aged 63, from edema of the lungs, superinduced 
by uremia. He was born at Milford, Ohio, where his father 
and grandfather had practiced medicine before him. He re- 
ceived his medical degree from the University of Pennsylvania 
in 1861. He was appointed assistant surgeon of the Twenty- 
second Ohio Volunteer Infantry in 1861, was promoted to be 
staff surgeon in 1864, and transferred to the Department of 
Arkansas, of which he was medical purveyor at the close of the 
war. He was a member of the Cincinnati Academy of Medi- 
cine and of the Ohio State Medical Society. ; 

James J. Powers, M.D. College of Physicians and Surgeons, 
Baltimore, 1882, a popular and successful physician of Denver, 
died at Santa Monica, Cal., October 3, aged 45. He was a 
member of the Denver and Arapahoe Medical Society, the 
Colorado State Medical Society and the American Medical 
Association. 

J. Edwin Miller, M.D. Jefferson Medical College, Phila- 
delphia, 1870, died, October 6, as a result of a bul wound 
received at Chancellorville in the Civil war. He was at one 
time a surgeon in the United States Navy, but for the past 
twenty-five years has been prominent in private practice. 

Albert Potter, M.D. Harvard University Medical School, 
Boston, 1855, who served during the Civil war as assistant 
surgeon and surgeon of the Fifth Rhode Island Heavy Artillery, 
ee | at be home in Chepachet, R. I., October 2, from apoplexy, 
a 71. : 

Lucian L. Bedell, M.D. University of the State of Missouri, 
Columbia, 1855, at one time a noted surgeon of Denver, died 
in the insane ward at the Arapahoe County Hospital, October 5, 
after an illness of more than four months, aged 72. 

E. P. Miller, M.D. Kentucky School of Medicine. Louisville. 
1892, a member of the Moultrie County Medical Society, died 
at his home in Sullivan, Ill., October 7, from typhoid fever, 
after an illness of about six weeks, aged 37. 

John W. Taylor, M.D. University of Pennsylvania, Phila. 
delphia, 1849, widely-known throughout Madison County, Va.. 
died at his home in Madison Courthouse, October 4, after am 
illness of several weeks, aged 76. 

Leslie E. Moyers, M.D. College of Physicians and Surgeons, 
Chicago, 1889, a practitioner of Fairdale, II1., died at Colorade 
Springs, Colo., September 2, from consumption, aged 38. 

T. T. Orendorff, M.D. Kentucky School of Medicine, Louis- 
ville, 1871, died at his home in Rolling Fork, Miss., October 3, 
from dysentery, after an illness of ten days, aged 55. 

E. 8. Davidson, M.D., surgeon to the La Pointe Indian 
Agency of Minnesota and Wisconsin, died at Ashland, from the 
effects of an overdose of chloral hydrate, October 4. 

Hartwig Runge, M.D. University of Berlin, Germany, 1842, 
a well-known physician of Stillwater, Minn., died at his home 
in that city, October 5, from apoplexy, aged 89. 

William E. Doughty, M.D. University of Pennsylvania, 
Philadelphia, 1868, died at his home in Hartsville, Pa., October 
15, from carcinoma of the stomach. 

Herbert B. Beegle, M.D. Rush Medical College, Chicago, 
1896, died at Chicago, September 23, from typhoid fever, 


aged 32. 

D. C. M.D., who practiced in Pike County, IIl., 
~¥ a Deal of years, died at Eureka, Kan., September 25, 
a 


Joseph L. Conway, M.D. Rush Medica! College, Chicago, 
1900, died at the home of his parents in Chicago, October 7, 


aged 24. 
Frank W. Whitehead, M.D. College of Physicians and 
Surgeons, Baltimore, died at Suffolk, Va., October 6, aged 31. 


Deaths Abroad. 

Dr. E. Meyer, a well-known ophthalmologist of Paris, 
author of a popular manual and collaborator on the Revue 
d‘Ophthalmologie——-Dr. J. G. Rasch, at Fredrikshald, Nor- 
way, September 27, in his seventy-second year. He was co 


danger to such a degree that the _ was justified in its ee 
effort to take it out of the hands of empirics. Thus, J. G. McKen 
drick, professor of the institutes of medicine, University of Glas aoe eee 
gow, in concluding his learned article on “Animal Magnetism.” in 
the Encyclopedia Britannica, says: “It is evident that anima! Po 
magnetism or Se is a peculiar physiological condition ex 
cited by perverted action of certain parts of the cerebral nervous OS 
organs, and that it is not caused by any occult force, emanating 
a 8 also clear that 
the | condition of the nervous apparatus in hypnotism is 
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editor of the Tidsskrift f. d. Norske Laegef. at one time, and 
has been prominent in matters affecting the welfare of the 
profession.——-Dr. Leo Kaplan, author of numerous articles 
on the histol of nervous affections, at the Herzberg asylum, 
of which he had charge. Dr. G. v. Glossler, «at a 
formerly “Cultus-Minister” of the German empire. — Prof. 

Sigel, at Stuttgart, director of the Olga Children’s Hospital. 


Societies. 


COMING MEETINGS. 
Conference State and Provincial Boards of Health of North 
America, New Haven, Conn., Oct. 28-29, 1902. 
Oklahoma Territory Medical Association, Guthrie, Nov. 11, 1902. 
Southern Surgical and Gynecological Association. Cincinnati, 
Nov. 12-14, 1902. 


Christian County (Ill.) Medical Society.—-The physi. 
cians of this county held a meeting at Taylorville and effected 
a temporary organization. 

Southeastern Iowa Medical Association wil! meet at Fair- 
field, lowa, November 20, under the presidency of Dr. Charles 
F. Wahrer, Fort Madison, lowa. Dr. Cari Stutsman, Burling- 
ton, is secretary. 


Holyoke (Mass.) Medical Association.—The annual meet- 
ing of this society was held, October 6. Dr. Daniel F. Don- 
pe. Ba was elected president; Dr. Joseph H. Potts, vice-presi- 
dent, and Dr. Jesse L. Bliss, secretary and treasurer. 

Goodhue County (Minn.) Medical Society.—-The 
cians of Goodhue County have organized this society at 
Wing with the following officers: President, Dr. Charles Hill, 
Pine Island; vice-presidents, Drs. B. Jaehnig, Red Wing, and 
Joseph A. Gates, Kenyon, and secretary and treasurer, Dr. John 
V. Anderson, Red Wing. 

Austin Flint-Cedar Valley (Minn.) Medical Society.— 
At Waverly, lowa, on October 14, these two old and hono 
medical societies were merged into one. The officers of the 
new societies are: Dr. Dallas M. Wick, Cedar Falls, presi- 
dent; Dr. Fred W. Powers, Reinbeck, vice-president; Dr. Wil- 
liam A. Rohlf, Waverly, secretary, and Dr. John C. Wright, 
Clear Lake, treasurer. 

East Tennessee Medical Society.—This society met at 
Morristown, September 25, in twelfth annual session. Dr. 
William A. Applegate, Chattanooga, was elected president; Dr. 
George M. Peavler, Bristol, vice-president; Dr. Charles J. 
Broyles, Johnson City, secretary, and Dr. William J. Mat- 
thews, Johnson City, treasurer. The next meeting will be held 
at Knoxville, in September, 1903. 

Eaton County (Mich.) Medical Society.—Dr. Albert 
E. Bulson, Jackson, president of the Michigan State Medical 
Society, and Dr. William H. Haughey, Battle Creek, met with 
the doctors of Eaton County at Charlotte, October 2, for the 
purpose of forming a county organization. Dr. Bulson briefly 
explained the objeets of the association, a temporary chairman 
and secretary were chosen and a constitution and by-laws for- 
mulated and adopted. 

North St. Louis (Mo.) Medical Society.At the annual 
meeting of this society, Dr. Hugo Summa was elected presi- 
dent; Dr. Herman L. Weiterer, vice-president ; Dr. Henry J. C. 
Sieving, secretary; Dr, William T. Hirschi, corresponding see- 
retary, and Dr. Frederick S. Haeberle, treasurer. The second 
meeting of the society was devoted to the memory of Professor 
Virchow. The principal addresses were delivered by Drs. Hugo 
W. Bartscher, Frederick S, Haeberle and Hugo Summa. 

Muhlenburg County (Ky.) Medical Society.The physi- 
cians of Muhlenburg County met at Central City, October 10, 
and after a talk by Dr. McCormack on the advantages of or- 
ganization, formed a county society, of which Dr. J. T. Wood- 
burn, Bremen, was elected president; Dr. Thomas ©. Turner, 
Dunmor, vice-president, and Dr. Augustus Lewis, Greenville, 
secretary. The constitution and by-laws suggested by the 
American Medical Association were adopted. The society will 
meet monthly. 

Todd County (Ky.) Medical Society.—-The physicians of 
Todd County met at Elkton, October 11, to consider the ad- 
visability of organizing a county society. Dr. J. A. MeCor- 
mack made a talk on the benefits, scientific and material, to 
be derived from properly-sustained local organization, and it 
was unanimously decided to form a society, of which Dr. W. B. 
Jefferson, Elkton, was elected president, Dr. Robert M. Frey, 
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Trenton, and Dr. Thomas E. Bruce, Elkton, sec- 
retary. Meetings will be held monthly. 

Union Medica Hispano-Americana.—An association with 
the above name has recently been organized at Madrid with 
the intention of uniting in an international organization the 
physicians and surgeons of the Spanish-speaking countries. A 
special session will be held at the same time and place as the 
great international medical congresses. The first regular 
meeting of the association has been appointed for May 1, 1903, 
at Madrid. J. Callejo is president and J. Decref secretary. 
Further details can be obtained by addressing the latter at 
Madrid, Calle de Atocha, 106, 


Hodgen District (Mo.) Medical Society.—This society, 
composed of physicians of the counties of Cass, Bates and 
Vernon, met at Nevada, October 2, and by unanimous vote 
decided to reorganize in conformity with the provisions sug- 
gested by the Medical Association of the State of Missouri. A 
committee on constitution and by-laws was appointed to report 
at next meeting, to be held at Butler, Jan. 1, 1903. The fol- 
ee officers were elected for the ensuing year: President, 
Dr. J. Robert Buchanan, Nevada; vice-presidents, Drs. Ira 
Smith, Austin, Cass County; Dr. T. C. Boulwan, Butler, Bates 
County, and Edgar A. Dulin, Nevada, Vernon County, and 
secretary-treasurer, Dr. H. A. Rhodes of Bates County. 

Toronto Clinical Society.—The first meeting of the Toronto 
Clinical Society for the season 1902-03 was held October 8. Dr. 
Edmund E. King, the president, delivered the annual address. 
After referring to the importance and work of the society, Dr. 
King discussed the surgery of the prostate gland. He first 
spoke of the development of the gland, its quiescent state, the 
changes that are liable to occur in it, and then detailed some 
of the means deviséd for the relief of those cha . The 
pioneer in this branch of surgery was Sir Henry pson, 
and so thorough was his work that we still accept his data as 
true. We are, however, advancing on the point of surgical in- 
terference. Referring to the unsettled question of the cause 
of prostatic hypertrophy, the author believes that the senile 
theory is the least tenable, as there are many instances on 
record of large, true hypertrophies existing before the age of 
30. Dr. King has had under his care during the past 5 years 
many cases of enlargement of the prostate accompanying sem- 
inal vesiculitis, in which the gland shrunk 
size after the seminal vesiculitis was cured. To him it is clear 
that the chronic inflammation of the vesicles is responsible for 
the prostatic enlargement. Although the condition present in 
these cases may not be true hypertrophy, he believes it to be 
the beginning of chronic true hypertrophy. He divides the 
treatment into palliative and radical. He discussed the pallia- 
tive treatment under four heads: The constant use of the 
catheter; perineal drainage, through retained tube; suprapubic 
puncture with retained tube and suprapubic cystotomy with 
retained tube. As regards the radical relief Dr. King referred 
to fifteen different ways of remedying the condition. Dr, King 
then dealt in detail with the several methods and their authors. 
He looks forward to a rapid advance in this branch of surgery 
in the near future. A case of excision of the right shoulder 
for myeloid sarcoma in a girl of eleven years was next reported 
by Dr. G. Silverthorn, who also presented the patient. The 
patient now has a fair amount of control of the arm. The 
points Dr. Silverthorn wished to emphasize were, first, the 
possibility of spontaneous fracture as a cause of pain and 
tenderness; second, that there are sarcomata that do not bleed 
freely on being disturbed; and third, that myeloid sarcomata 
are the least malignant of all the sarcomata, some authorities 
going so far as to say that myeloid sarcomata never give rise 
to secondary deposits, either in lymphatic glands or viscera. 
Dr. D. J. Gibb Wishart addressed the society on nose building 
with paraffin, reporting a case successfully operated on. 


MISSISSIPPI VALLEY MEDICAL ASSOCIATION. 
Proceedings of the Twenty-Eighth Annual Meeting, held at 
Kanses City, Mo., Oct. 15 to 17, 1902. 

Under the presidency of Dr. 8. P. Collings, Hot Springs, Ark. 

The Reiationship Syphilis Bears to the Body Politic. 

This was the title of the presidential address. His reasons 
for selecting this subject were: First, the importance of call- 


ing attention constantly to a disease so widespread as syphilis; 
second, it is a disease which by proper education concerning its 
frequent occurrence and its various modes of transmission can 
be controlled more effectively than most diseases, and, thirdly, 
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for the past twenty-five years he had been a daily observer of 
its frightful ravages on society. The history of syphilis is so 
closely interwoven with the history of the world that it is 
difficult to disassociate one from the other. The prevention of 
the spread of syphilis, in the author’s opinion, by educating 
the public more thoroughly, as it is being educated concerning 
the communicability and modes of transmission of tuberculosis, 
should be more vigorously advocated. The public, however, 
must first be willing to learn before it can be taught. 

In our day the prohibition of prostitution is not practical. 
Regulation of the vice has proved ineffectual in controlling its 
spread. If it is legalized, the men frequenting the houses 
should be subjected to the same rules in regard to examination 
that the unfortunate inmates are subjected to. Syphilis is pro- 
lifie of harm to humanity; its dire results are far-reaching; it 
is no respecter of persons, being as vicious in the palace as in 
the hovel, and physicians can do more by educating their 
patients than all the laws that had been or will be enacted 
can do to prevent its spread. 

The association divided its scientific work into two sections, 
medieal and surgical. 


Typhoid Fever: Its Antiseptic Treatment. 

Da, James Bittinesiea, Baltimore, during the past year 
had treated in private and hospital practice 150 cases of 
typhoid fever, with acetozone, and the results had surpassed 
his expectations, not a single death having occurred. 

The special treatment consisted in dissolving 15 to 20 grains 
of acetozone powder—equal to 7% or 10 grains of the benzoy)- 
acetyl-peroxid—in a quart of water and giving the patient 
this amount to drink in the twenty-four hours, both in water 
and in milk, diluting the milk one part of acetozone solution 
to three parts of milk. The action of the drug would be 
materially aided by administering a mild saline laxative, say 
sodium phosphate or magnesium sulphate, every other day. 

Dr. Wa. F. Barcray, Pittsburg, Pa., had given for years 
a solution of acetate of ammonia, administering one or two 
drams every three hours during the day, with quinin at night, 
if indicated. He excluded milk as a diet, believing that it was 
dangerous. 

Dr. Joun M. Batten, Downingstown, Pa., believed that large 
doses of quinin were dangerous. The antiseptic plan of treat- 
ment prevented autointoxication. 

Dr. Joun J. Tayior, Streator, Lll., had used acetozone for 
the last three years in typhoid fever, and considered it a 
valuable antiseptic. 


What Class of Pulmonary Cases Do Well in Colorado’ 

Dr. W. A. Camppett, Colorado Springs, gave an analysis of 
250 eases, whose average age was 29 4/5 years. Sex or social 
station made no difference in physical condition or result. 
Twenty-nine states and five foreign countries furnished the 
eases. Those with tubercular family history did not do as well 
as the non-tubercular. The percentage of benefited decreased 
as the duration of the disease increased. The right lung was 
involved alone oftener than the left. The percentage of bene- 
fited was slightly in favor of the right lung. Where both 
lungs were involved, the mortality was 50 per cent. In the 
lirst stage cases 92 per cent. were benefited; in the second stage, 
54 per cent.; in the third stage, 13 per cent. Hemorrhage 
occurring in the first stage of the disease is no contraindication 
to residence in high altitude. The diminished arterial tension 
and dilatation of external capillaries due to lessened atmos- 
pherie pressure makes it safe for hemorrhagic cases to seek a 
higher altitude. He would not send cases of acute miliary 
tuberculosis of phthisis florida to high altitudes. Neither 
would he send those extremely nervous, with an irregular or 
rapid heart and high temperature. Cases well advanced, with 
rapidly breaking-down lung, or those having cardiac dilatation 
or acute endocarditis or myocarditis, or Bright’s disease should 
not come. Cardiac murmurs were no contraindication if com- 
pensation had taken place. Advanced laryngeal or intestinal 
eases did not do well. He would have patients come with 
sufficient money to support themselves on good food until 
acclimated and improvement was well advanced. In conclu- 
sion, he cited the high percentage of benefited in the first stage, 
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and made an appeal for the early detection and early protec- 
tion of the tubercular subject. 


Digestive Disorders in Consumption, with Notes on 
Mixed Infections. 

Dr. Paut Paquin, Asheville, N. C., regarded consumption 
as a mixed infection. The most vital question is that of nour- 
ishment, whereon one might base such measures of treatment 
as might be deemed best for restoration. Without nourishment 
of a sufficient kind in quantity and quality, nothing would 
avail in therapeutics. Among the local measures are stomach 
and high intestinal lavage. He had known patients who were 
declining steadily from the ravages of consumption and dys- 
pepsia to gain from two to four pounds a week after the begin- 
ning of weekly or semi-weekly lavage of the stomach alone. 
As specific measures, serotherapy, the cacodylates and iodin 
offered the greatest aid in preventing organic changes. Im- 
munizing and antitubercle serum was effective, because it was 
antagonistic to the tubercle toxins, which were, in a large 
measure, responsible for such lesions. Mixed infections in 
tuberculosis offered the greatest complexity in the dyspepsia 
accompanying them. He thought it was due to the effect of a 
combination of the numerous kinds of germ poisons produced 
in such cases, both in the lungs and alimentary canal. 


Excellent Results in the Treatment of Disease, 
cially Tuberculosis, by the Use of the Ultra- 
Violet Ray. 

Dr. Atpert E. Sterne, Indianapolis, read this paper. His 
conclusions are: 1. Actinic rays are chemical in their quality, 
but of small caloric value. 2. They exist mainly in the ultra- 
violet zone of the spectrum. 3. Actinic rays derived from high 
power electric lights are similar or identical to those of solar 
origin. 4. Their use is as rational as sunlight itself. 5. Their 
value lies in their decomposing, but, at the same time, recon- 
structive, molecular action on the body tissues, mainly the 
blood elements. 6. Their activity is enhanced by the genera- 
tion of ozone in free and nascent form. 7. Their ultimate effect 
is one of oxidation, and consequently they increase the 
metabolic changes, thereby augmenting the natural processes 
of regeneration within the system. 8. Their germicidal action 
is especially pronounced, on account of the fact that germs can 
exist in the presence of free or nascent oxygen in either bi- or 
tri-anatomic form. 


Sanatorium Treatment of Tuberculosis, and 
How It May Be Carried Out at Home. 

Dr. Rosert H. Bascock, Chicago, discussed this phase of the 
subject. He divided the sanatorium treatment into four 
classes: Pure air, nourishment or forced feeding, hydrother- 
apy, and a strict régime or control of the patient’s daily 
life. The open-air treatment was obtained by the patient being 
exposed on a balcony or in properly-constructed shutters where 
he was protected from cold winds and elements, and kept in the 
open air, sometimes even when the temperature was as low 
as 13 degrees below zero. Among the conditions which indi- 
cated rest in the open air were progressive loss of weight and 
cardiac asthenia. When patients had passed out of the stage 
in which these conditions existed, were convalescing, then ex- 
ercise was permitted, the exercise being carefully determined 
by the medical attendant. The nourishment of the patient 
was carefully selected, not only with reference to*a proper 
proportion of proteids, which should be large, but also in- 
cluded the proper amount of carbohydrates. Milk, raw eggs, 
meat, and its varieties, poultry and fish, etc., were the articles 
on which reliance was chiefly placed. 

Hydrotherapy played an important part in the treatment. 
Hydrotherapy was applied for the purpose of stimulating 
nutrition, toning*up the circulatory system, and overcoming 
the hypersensitiveness of the skin, which existed in so many 
tuberculous patients. 

As to the control of the patient, a very important element 
in treatment, every patient should be controiled from the time 
he got up in the morning until he went to bed, and this was 
done by the supervision of a skilful medical attendant and 
nurses. The temperature was carefully recorded, and even 
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the recreations in which they indulged were care!''!) ~elected 
by the medical attendants, with a view to the prevention of 
excitement, for even mental emotion was deleterious to many 


of these patients. 

Dr. Babcock detailed the home treatment at considerable 
length, saying that the majority of medical practitioners were 
not fully alive to the importance and value of t!is treatment, 
and were not properly instructed in the details or method. 


Tent Life in the Treatment of Tuberculosis. 

Dr. A, MANsFieLp Hotmes, Denver, after an extended experi- 
ence with tent life in Colorado, felt justified in making the 
following deductions: It increased the appetite; improved 
nutrition; diminished cough; night sweats ceased; sleep was 
improved; weight increased; fever decreased and the tendency 
to take cold was diminished. 


How Not To Be Nervous. 

The address in medicine was delivered by De. Hven T. 
Patrick, Chicago, who stated that the initiative of all thera- 
peutics should be prophylaxis. To be able to present a specific 
illustration of the force of inheritance in the genesis of fune- 
tional nervous affection, he had tabulated from his office 
records 100 consecutive cases which might be included under 
the general term nervousness, and he found that in 70 per 
cent, of them a neurotic heredity had been in evidence. While 
a bad heredity was the most frequent and most potent factor 
in the production of nervousness, knowledge of this fact should 
not lead the profession into apathetic resignation, but rather 
make it face the difficulty with wise determination. Next to 
inheritance came the never-ceasing formative power of envir- 
onment. Reaction to extraneous influences began at birth, 
and ceased only with the extinction of life, but childhood and 
youth were the plastic stages. For preventing nervousness in 
the child or removing that already present, Patrick thought 
that there was nothing so effective as the toughening of the 
body and mind. A child who was made to have tough muscles, 
strong lungs and a vigorous digestion; who could stand changes 
of temperature and endure pain, was already a long way from 
nervousness. More important still was toughness of psychic 
fiber. The child who could support disappointment, who could 
be crossed without a tantrum, and who habitually obeyed, was 
building a bulwark against nerves, and the one who was not 
easily frightened, had self-control and a budding courage had 
nipped half a dozen neuroses in the bud. But to procure this 
toughness a certain exposure to bodily discomfort and mental 
hardship was necessary. 

The author discussed at length the prophylaxis of the neu- 
roses in children, and then passed on to the consideration of 
adult life. He said a deal of nervousness was caused or helped 
along by misdirected energy, misplaced worry, longing for 
baubles, the fighting of phantoms, etc. To recognize the im- 
portant things in life was one of the most diflicult tasks of 
judgment that came to the individual. 

To sum it all up, the author said: “If you wish never to be 
nervous, live with reason, have a purpose in life and work for 
it; play joyously; strive for the unattainable, never regret 
the unalterable; be not annoyed by trifles; aim to attain 
neither great knowledge nor great riches, but unlimited com- 
mon sense; be not self-centered, but love the good, and thy 
neighbor as thyself.” 

Neurasthenia. 

Dr. Georce F, Butter, Alma, Mich., said neurasthenia was 
the expression of nerve tire of the central nervous system and 
its consequences. Nerve tire of the central nervous system 
implies acceleration of the action of the excitomotor ganglia 
of the organ, with first, increased functionating ©! t\.es¢ organs, 
and, second, exhaustion with its consequences. [» this way 
central nerve tire, finding expression along the line of least 
resistance, produces local organ expressions which were claimed 
as the cause of the constitutional condition. From these loeal 
expressions a vicious circle often results which «ovr vates the 
original condition. As overaction of the organs ‘plies under- 
elimination, autotoxemia, of necessity, follows nerve tire, of a 
‘very poisonous type, like all products of nerve waste. From 
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this, renal and hepatic disturbances are added to the clinical 
picture and intensify its blackness. Neurasthenia may occur 
alone, or may be an expression and complication of any con- 
stitutional disorder. In such case both the nerve tire and the 
constitutional disorder require treatment. The neurasthenia 
resultant on phthisis, nephritis, diabetes and syphilis is a true 
neurasthenia which, if not treated, intensifies the disorder 
which gave it birth. 

The treatment of neurasthenia consists in the relief of the 
nerve tire and conditions underlying it through proper diet, 
hydrotherapy, balneotherapy, relief of insomnia and removal 
from an etiologic environment. Neurasthenia untreated may 
produce degenerate offspring, especially if the patient be a 
woman 


The Criminal Responsibility of the Epileptic. 

Dr. Jonn Punton, Kansas City., Mo., drew the following 
deductions: 1. Epilepsy is a symptom of some brain disease. 
2. Its continual presence tends toward mental deterioration. 
3. The mental responsibility of the epileptic depends on the 
extent te which mind or self-control has been impaired by the 
epilepsy. 4. The legal test of insanity is not sufficient as mental 
irresponsibility is not incompatible with a knowledge of right 
from wrong. 5. Epilepties are to some degree, at least, respon- 
sible for criminal acts, more especially when the epilepsy is 
produced by their own default. 6. Criminal acts of epilepties 
appeal to medicine rather than law for their proper adjudica- 
tion. 7. In all cases of murder where epilepsy is proven, the 
law should be amended to allow of life commitment to an 
insane asylum rather than to a penitentiary. 8. The mental 
responsibility of the epileptic in case of murder should be re- 
ferred to a medical commission appointed by the court, which 
again may be referred to local or county medical societies to 
name its members. 

Sudden Atrophic Influence of Craniospinal Nerves. 

Dr. F. E. Courter, Omaha, reported a case and described 
the areas involved. He said that under certain conditions 
craniospinal nerves may exercise a sudden atrophic influence 
on the skin and the appendages thereof. 

Eye Diseases. 

Dr, James Batt, St. Louis, discussed the diagnosis, symp- 
toms, etiology, prognosis and treatment of sympathetic irrita- 
tion. 

Dr. J. W. Suerer, Kansas City, followed with a paper on 
“Toxie Amblyopia.” Five cases of toxic amblyopia from 
methyl alcohol had been seen by him. The eyes appeared 
normal externally, with pupils slightly dilated. The media 
were clear. There were no hemorrhages. Early there were 
no fundal signs, but later atrophy was visible. The fields were 
contracted and showed absolute central scotomata. Patholog- 
ically, the condition was that of peripheral neuritis affecting 
the optic nerves 6r retro-bulbar optic neuritis. 

A paper on “Bilateral Glaucoma” was presented by Dr. 
Fiavet B. Tirvany, Kansas City, in which he reported the case 
of a patient on whom he performed doyble iridectomy. 


Diseases Preceding and Following the Use of Alcohol 
and Opium. 

Dr. T. D. Crorners, Hartford, Conn., said clinical study 
pointed out many distinct lines of disease which preceded 
inebriety, of which syphilis, trauma, dementia and toxic states 
were most common. Neurasthenic conditions and tubercular 
diatheses preceded the use of spirits. Atrophic and hyper- 
trophic sclerosis always followed the use of spirits. An early 
recognition of the organic changes which preceded and emerged 
into inebriety would enable one to practically prevent the dis- 
ease. 

Treatment of Typhoid Fever with Castor Oil. 

Dr. C. C. Bass, Columbia, Miss., reported 32 cases. The 
results were very gratifying. He commended this treatment 
as worthy of further investigation. ; 

Culture of Infusoria. 

Dr. Henry G. Granam, Chicago, made these deductions: 
Culture of infusoria will show that: 1. Miiller’s dust corpuscles 
are elementary infusoria. 2. The exceedingly minute and ac- 
tively motile forms are derived from the protozoa. 
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Pneumonia. 

Das. Wa. T. Enciisu and Wm. F. Barcray, Pittsburg, Pa., 
-contributed papers on this subject. The latter believed a 
rational treatment was based on a study of the immediate 
causes of death, as concluded in a large number of deaths 
reported in the city of Pittsburg. Heart failure and exhaus- 
tion stood out as the immediate cause of death in 98 per cent. 
of all reported deaths in a circumscribed area of almost one 
million people. Rest in bed in well-ventilated rooms, apart 
from atmospheric conditions, was of paramount importance. 
He had learned from experience that a most decided course of 
medication was indicated in the treatment of pneumonia, and 
that a like course of treatment in cas@ of la grippe robbed the 
disease of its terrors. First, rest in bed with requisite protec- 
tion from atmospheric influences; second, a thorough cathartic 
of calomel was essential in bringing about a decisive derivative 
action of the secretions of the body. Five to 10 grains of calo- 
mel, with 30 to 60 grains of milk sugar was a formula that had 
never disappointed him in its beneficial effect. The action of 
nux vomica, when properly administered, never failed in its 
power to alleviate the symptoms and afford relief. Tincture of 
nux vomica should be given in large and frequent doses, well 
diluted in water. 


Treatment of Chronic Dysentery. 

This paper was read by Dr. John L. Jelks, Memphis. The 
disease was considered of microbic crigin, although a specific 
organism had not received general acceptance as the sole 
causal factor. This was the basis of all treatment. No matter 
what the classification of the disease, the same general idea 
as to treatment must obtain, namely, the destruction of the 
micro-organism, drainage, cleanliness, rest and restoration of 
the tissues. An erroneous idea had prevailed that the disease 
was beyond reach of any possible topical medication, further 
than perhaps the use of the Wales metal bougie, which was not 
always a safe procedure. The sigmoidoscope and long rubber 
tube had a field in the treatment of this affection, and it was 
necessary to educate the profession as to the possibilities of 
this method. The patients should be placed in sanitary sur- 
roundings, free from unnecessary heat and moisture. The 
diet should be carefully selected. The stomach should receive 
careful attention. The portal engorgement should be relieved 
and the intestinal tract thoroughly cleansed. Hemorrhage 
from the bowel, when profuse, could be controlled by styptic 
enemata given through the double tube. In using the sig- 
moidoscope, the author recommended the knee-chest position. 
The bowel should be thoroughly cleansed through this instru- 
ment with antiseptic washes applied very hot. If there was 
much excoriation or ulceration, nitrate of silver might be 
applied to bleeding and eroded surfaces with a cotton probang, 
or in the form of a spray. Higher treatment may be admin- 
istered through one or two tubes of soft rubber, which can be 
passed further into the colon and the antiseptic solution admin- 
istered by enema through these. If necessary, boracic acid, 
iodoform, or aristol may be insufflated through the sigmoido- 
scope and the bowel thus thoroughly covered. In the chronic 
state he had found most benefit from iodoform and ichthyol 
made into suppositories and passed through the sigmoidoscope 
into the sigmoid. This was especially indicated in tubercular 
conditions, but had its use in any form of procto-sigmoiditis or 
colitis. All toxic drugs must be used with caution. 


Affiliation with the American Medical Association. 

A resolution was adopted, making the Mississippi Valley 
Medical Association a district branch of the American Medical 
Association. The constitution and by-laws of the former will 
be revised to conform to this change. 


The New Officers. 

The following officers were elected: President, Dr. Edwin 
Walker, Evansville, Ind.; vice-presidents, Drs. Hugh T. Patrick, 
Chicago, and Wm. Britt Burns, Memphis; secretary, Dr. Henry 
E, Tuley, and treasurer, Dr. Thomas Hunt Stucky, both of 
Louiville, Ky. Memphis, Tenn., was selected as the place for 
holding the next meeting, in 1903. 


(The report will be continued newt weck with the proceedings 
of the surgical section.) 


THERAPEUTICS. 


Therapeutics. 


[It is the aim of this department to aid the general practi- 
tioner by giving practical prescriptions and, in brief, methods 
of treatment for the diseases seen especially in every-day prac- 
tice. Proper inquiries concerning general formulae and out- 
lines of treatment are answered in these columns without 
allusion to inquirer. ] 

Phlyctenular Keratitis. 

According to Drs. Wood and Woodruff in Med. Standard, 
phlyctenular keratitis or cezema of the cornea is usually a 
disease of childhood, and often occurs in conjunction with 
phlyctenular conjunctivitis. In carrying out the treatment 
one or two drops of a 1 per cent. solution of atropin sulphate 
should be instilled into the eye sufficiently often to keep the 
pupil fully dilated. The photophobia is best relieved by the 
frequent application of cold or iced cloths to the lids. The 
conjunctival sac may be flushed with solutions of boric acid as 
follows: 

R. Acidi borici 

Aq. destil 

Hydrargyri chloridi corrosivum may be substituted for the 
boric acid solution, used in the strength of 1 to 10,000. This 
may be used several times a day if the eczema of the skin of 
the lids is not too extensive. In the latter case it is well to 
avoid watery soiutions. Milk may then be used to wash the 
face and the lids. The fissures of the external canthus should 
be touched with a 1 per cent. solution of silver nitrate, and an 
ointment may be placed between the lids composed as follows: 


30 


BR. Hydrarg. oxidi flavi.............. gr. 2/5 1025 
M. Sig.: A small piece to be placed between the lids at 


night. The same should be applied two or three times a day 
to the eczema about the face. 

Where the ulcers show a tendency to chronicity, massage 
with a stimulating ointment is useful to promote healing. 
The general health must be given particular attention; such 
as life in the open air, bathing, and a proper diet, limiting 
meat to once a day. Eggs and milk should make up the 
greater part of the diet. The following tonic and hematic may 
be employed internally: 

R. Liq. pot. arsenitis 


: One teaspoonful in water after each meal. 


Second Stage of Acute Bronchitis. 
The following is recommended by Amer. Med. for the treat- 
ment of acute bronchitis in the second stage: 


Ammonii chloridi ................... 3ii 8 
picis liquide sili 90 
eroin hydrochlor. ................ gr. ii 12 
Tinct. card. comp. 
M. Sig.: One dessertspoonful four times a day. 


Artificial Feeding of Infants. 
Rotch recommends the following percentage modifications in 
preparing artificial feeding for infants, which can be made up 
by experienced laboratories: 


Fat. Sugar. Proteld. Matter. 
Second week ................. 250 600 100 “* 
Fourth to sixth week ......... 3.50 650 100 “ 
Sixth to eighth week.......... 3.50 650 150 “* 
Two to five months ........... 400 7.00 150 “* 
Four to eight months.......... 400 7.00 200 “ 
Eight to nine months.......... 400 7.00 250 “ 
Nine to ten months............ 400 700 300 “* 
Ten to ten and a half months... 4.00 5.00 3.25 “ 
Ten and a half to eleven months. 4.00 450 3.50 “ 


Eleven months, unmodified cow’s milk. 

He also gives a table by which the percentage modification 
may be made at home, as well as in the laboratory. Davis, im 
the “Sys. of Phys. Ther.,” states that owing to the lack of 
cleanliness of nursemaids or mothers as good results can not 
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be obtained as are obtained from milk made up at the labora- 
tory. When it is desited to carry out milk modification at 
home, the greatest efforts should be made to procure fresh 
milk of uniform character. As soon as it is obtained it should 
be put into a quart fruit jar on which the top should be 
fastened tightly. The full jar must be kept for the next six 
hours constantly tight, at a temperature of approximately 
35 F. At the end of this time the cream will be at the top of 
the jar. If the upper fourth is now separated from the rest 
the needed cream and skimmed milk will be obtained. This 
separation, according to Davis, is best accomplished by siphon- 
ing off twenty-four ounces, or three-fourths, from the bottom 
ef the jar. The upper fourth, amounting to eight ounces, is 
left in the jar. 

By observing the foregoing method of separating the milk 
and cream, any intelligent person can prepare the infant’s 
food by the following table advised by Rotch, which is revised 
to correspond approximately with the above percentages: 


Ounces 
Lime Distilled Milk 


2d and 3d week......... 5 0 1 l4 2 
4th to 8th week ....... 7 1 1 ll 2% 
2 to 5 months ......... 8 0 1 1] 2% 
5 to 8 months ......... s 2% 1 81, 2 
8 to 9 months ......... s 5 1 6 24% 
9 to 10 months ........ 8 7% 1 31, 2 
10 to 10% months..... s 8 1 3 % 
10% to 11 months ..... 8 12 0 0 0 


These proportions give twenty ounces to each mixture. Suf- 
ficient should be prepared to last twenty-four hours and 
divided into the required number of feedings. These should 
be stoppered with antiseptic cotton and placed in a clean 
refrigerator. 

For premature infants the following formule should be 
used: 


Number Amt. at Each 
Age (When Born). Fat. Sugar. Proteid. of Meals. Feeding. 
28 weeks ......... 100 3.00 0.50 24 1 dram. 
29 to 32 weeks.... 150 4.00 0.50 24 2 drams 
32 to 36 weeks.... 150 5.00 0.75 24 3 drams 
36 weeks and over. 2.00 550 1.00 24 4 drams. 


Holt recommends the following formule for infants two 
months old, taking twenty-four ounces a day. 


Barley water 5xvi 480 

Or: 

Cane sugar ...... Siv 16} 


The foregoing formula may remain the same until the sixth 
er seventh month, when the following mixture may be sub- 
stituted: 


Barley water Sxix 570 

@:: 
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White of Egg Lemonade. 

R. W. Leftwich, according to N. Y. Med. Jour., recommends 
very highly the following preparation as a nutritive drink for 
febrile disorders: 

Rh. Two lemons. 

The white of two eggs. 
One pint of boiling water. 
Loaf sugar to taste. 


The lemons must be peeled twice, the yellow rind alone being 
used, while the white layer is rejected. Place the sliced lemon 
and the yellow peel in a quart jug with two lumps of sugar; 
pour on them the boiling water and stir oceasionally When 
cooled to about the ordinary temperature of tea, strain «iT the 
lemons. Now insert an egg whisk, and when the lemonade is 
in full agitation, add slowly the white of the egg and continue 
the whisking. While still hot strain through muslin and 
serve when cold. The white of the egg will be found t. impart 
a blandness which makes the addition of sugar almost un- 
necessary. This absence of sweetness is greatly appreciated 
in the pyrexial cases, and has its obvious value for diabetics, 
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For non-febrile cases with clean tongues, more than two eggs 
may be used to the pint if desired. This drink is contra- 
indicated only in the cases of true Bright’s disease. It is very 
useful in the febrile diseases of childhood. It also 
antiscorbutic properties which replace those lost from milk by 
boiling and sterilization. It is recommended as a part of the 
diet in typhoid fever, forming a relief from the monotony of 
milk, and does not have the constipating and flatus producing 
effects that lie in beaten-up eggs that include the yolk. The 
author states that the patient who takes plenty of this lemon- 
ade in addition to four pints of milk per day will emerge 
from the pyrexial period of typhoid fever in a much stronger 
condition than withouteits use. 


Sciatica. 

Brieger, according to an abstract in Amer. Med., bas em- 
ployed successfully a method of treatment consisting of a 
proper combination of heat and cold. The recovery, according 
to the author, is more rapid if the hydropathic procedures 
are accompanied by massage and movements. During the 
application of a hot douche, the leg is massaged, after which 
it is exposed to a cold douche. He cites several cases which 
had been treated only by massage and failed to recover. He 
also gives hot baths at a temperature of 38 C., and during the 
bath, passive and active movements are practiced. If the latter 
be performed when in the hot water considerable of the exeru- 
ciating pain that accompanies motion in sciatica is avoided. 
By this method of baths, douches and movements, patients of 
one year’s standing recovered in forty-six days, and in one case 
of two years’ duration the sciatica disappeared in two weeks. 


Myocarditis. 

Lemoine of Lille, according to R. H. Turner, in Ther. @az., 
states that the best drug to be used in myocarditis is strophan- 
thus, and he recommends giving two pills, each containing half 
a milligram of the extract of strophanthus when there are 
signs of cardiac insufficiency. In serious cases, when a result 
must be obtained quickly, injections of ether or of camphorated 
ether should be given: 


Spts. etheris 
M. Sig.: Fifteen to forty-five drops in twenty-four hours. 


Spartein sulphate may also be used hypodermically as fol- 
lows: 


ux 


Aq 
M. Sig.: Fifteen to forty-five drops in twenty-four hours. 


Strychnin sulphate may be employed when the heart muscle 
fails to respond to spartein injections: 
R. Strychnine sulph. ................ gr. \ 15 
M. Sig.: Five to fifteen drops once or twice in twenty-four 
hours. 


Medicolegal. 


Duty of Injured Person in Employment of Physician.— 
The Supreme Court of Washington says that throughout the 
trial of the personal injury case of Baldwin vs. Lincoln County 
attempt was made to show that the person to whom the party 
suing went for treatment was not a licensed practicing physi- 
cian or surgeon, and that the party knew that fact, and that 
the medical treatment received by him was unskilful, and that 
the injury resulting to him was therefore greater than it other- 
wise would have been. The county conceded that on receiving 
his injuries he was bound to obtain timely medical assistance, 
in order to reduce the damages suffered as much as possible, 
and that it was his duty to see that his injuries were attended 
to with dispatch, and to seek the nearest competent physician. 
The injured party having used ordinary care in this regard, the 
court goes on to say, could not be held to assume the liability 
of improper treatment. The converse of the rule must main- 


tain, also, that if the injured party was negligent in the em- 
ployment of a competent physician, or employed some person 
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whom he knew to be incompetent, when competent physicians 
were accessible, and improper treatment was resorted to, and 
the injuries thereby greatly increased, these facts might be 
shown in mitigation of damages. These facts were facts to 
be determined by the jury from the evidence. The trial judge 
on this question very properly, the court thinks, instructed the 
jury that it is the duty of the person who has sustained per- 
sonal injuries for which another is liable to secure timely 
medical or surgical aid, in order to reduce the liability of the 
party causing the injury. In selecting a physician he is only 
charged to use ordinary care and judgment. If the party 
suing used ordinary care and judgment in selecting a physi- 
cian, considering the circumstances of the case, the liability 
of the county would not be changed, if the county was found 
liable; nor would the amount of recovery be reduced, even 

it should be found that the physician did not perform 
his work skilfully. 


Releases in Cases—On Statement of Physician. 
—The United States Circuit Court of Appeals, Eighth Circuit, 
says, in Chicago & Northwestern Railway Company vs. Wilcox, 
a personal injury case brought by the latter party, that, in 
the absence of fraud or mistake, an agreement of settlement 
and release of an unliquidated or disputed claim as conclusively 
debars the parties from reviving and litigating it as a final 
judgment. Such agreements of compromise are uniformly 
favored and upheld by the courts. A mere preponderance of 
testimony is insufficient to establish such fraud or mistake as 
will warrant the avoidance of a written agreement of settle- 
ment and release. The proof must be clear, unequivocal and 
convincing to have this effect. A mistake of a past or present 
fact may warrant a rescission of a contract of settlement and 
release. But a mistake in opinion or belief relative to the 
future duration or effect of a personal injury, or a mistake in 
prophecy or opinion as to an uncertain future event, is not a 
mistake of fact, and is no ground for the avoidance of a release 
or of a contract of settlement. The complainant in this case, 
who was 65 years of age when injured, compromised and re- 
leased a claim for a broken hip. She knew when she settled 
that her hip had been broken; that it was a bad break; that 
the neck of the femur was fractured. She was induced by the 
statement of her own physician, who was also the company’s 
physician, to believe, and did believe, that she would be well 
within a year, and she settled on that basis. She was mis- 
taken, and her injury and disability turned out to be per- 
manent. The court holds that her mistake was not a mistake 
of fact, but a mistake in opinion or belief as to a future event, 
and that it furnished no ground for an avoidance of her release. 
Again, it says that it is common knowledge, with which all 
must be charged, that the future effects of a broken bone are 
uncertain, contingent on many conditions, and unknowable. 
The physical and mental condition of the sufferer, the state of 
his vital organs, his age, his habits of life, the character and 
temperament of his nervous system, and many other conditions 
that it is impossible to enumerate or even to conceive, inev- 
itably. affect the duration and the character of his disability 
and the amount of his suffering. Ignorance of the duration of 
the disabilities and of the ultimate effects of the injuries 
always exist where compromises are made before a complete 
recovery is effected. The cases are doubtless rare where the 
duration of the disability corresponds with the prophecy of 
the physician or with the belief of the parties when settlements 
are made. But compromises and releases are not voidable on 
this account, for the reason that the parties to them know the 
uncertainty of these future events, and by the very fact of 
settlement before they develop agree to take the chances of 
their effects. Their mistakes relative to the future duration 
of the disabilities and the future effects of the personal in. 
juries that form the subjects of their contracts are mistakes of 
belief, and not of fact, and form no basis for the avoidance of 
their contracts. Such was the mistake under which the com- 
plainant in this case labored. It was a mistake in the opinion 
of the doctor, and in the belief of his patient with reference 
to unknowable future events, and presented no ground for a 
rescission of her release, 
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1. Gastroptosis.—The operation recommended by Coffey 
consists in making a hammock or loop of the great omentum 
and thus suspending the stomach as indicated in the title of 
his artiele. The paper is quite fully illustrated, and he re- 
marks that the principal point to be known is that it does not 
do harm to suture the omentum to the abdominal wall at any 
point the operator may see fit. It is a good precaution, how- 
ever, to avoid omental blood vessels. His conclusions are as 
follows: Gastroptosis is far more frequent than has been 
suspected. Dilatation is probably in most cases due to gas- 
troptosis, and gastroptosis with dilatation, having once begun, 
produces a weight which its normal direct support will not 
sustain, so the position increases the dilatation, and the dila- 
tation in turn increases the weight, and the patient inevitably 
grows worse. The operation suggested is that of suspending 
the stomach by giving it additional support through the pos- 
terior attachment of the mesocolon and the anteriot attach- 
ment of the great omentum to the abdominal wall. Both of 
these are indirect and are capable of holding more than a 
direct attachment, like the one from above. Dilatation in the 
majority of cases will be relieved by this operation. The 
transverse colon being in the folds of the great omentum can 
not be displaced downward, therefore this operation will 
greatly benefit, if not entirely relieve enteroptosis by support- 
ing the weight which would otherwise be pressing the small 
intestines into the pelvis. In case of splanchnoptosis with a 
very much relaxed abdominal wall or separation of the recti 
muscles, the operation devised by Webster should be done in 
closing the abdominal wound. 


4. Nitrite of Amyl.—Shumway’s case is peculiar in that 
it shows an irritating effect of nitrite of amyl, which is not 
noted in text-books. Careful examination seemed to confirm 
the fact that it was this drug that produced the effect. It is 
made by the action of nitrous or nitric acid on amylic alcohol, 
or fusel oil. It rapidly decomposes under light, producing 
valerianic acid; valerianate of amyl and fusel oil are formed at 
the same time. This was the cause of the accident, and it was 


probably a fact that the substance had decomposed and that . 


it consisted latgely of a mixture of nitrous or nitric acid, to 
which the burn was due. He offers in conclusion the following 
suggestions: “1. Nitrite of amyl should be supplied to pa- 
tients, for inhalation, only in the form of the glass pearls. 2. 
When in quantity, it should be kept in small, well-sealed, 
glass-stoppered bottles, in a cool, dark place. 3. A specimen 
which has been used a number of times should be tested very 
carefully and, if on examination it is found to have a decidedly 
acid reaction, it should be at once discarded.” 


7. Vaginal Operations.—Thienhaus holds that the vaginal 
operation is to be employed in quite a number of cases, espe- 
cially in inflammatory processes about the adnexa, in the 
uterine prolapses with or without cystocele, in retroversion 
and retroflexion, in extra-uterine pregnancy, ete. He says in 
conclusion that two requirements are necessary for surgery by 
the vaginal route: “1. Greatest care in diagnosis and judg- 
ment in the selection of cases. 2. Absolute familiarity, as 
well theoretically as practically, with all abdominal operative 
procedures on the female sexual and adjacent organs, because 
the necessity may arise (though very seldom in the hands of 
experts) of resorting to the combined vaginal and abdominal 
methods of operation. It must not be forgotten that almost al! 
surgeons who now ardently advocate the vaginal route have 
performed in former years almost all of their work by ab- 
dominal section, and when the results gained by the vaginal 
operations taught them the unquestionable great advantages 
of this route concerning the immediate and remote results of 
their operative procedures and concerning the safety of their 
patients, they came gradatim to the conclusions of Fritsch and 
Thorn, that it must be cur principle what we can operate on 
by the vaginal route must be operated on by this route.” 


8. Epilepsy.—The form here considered under the name of 
“silent” forms of epilepsy are mental seizures which occur 
sometimes in individuals, and are due to some disturbance in 
the purely mental functionating process of the cortex. Such 


cases often go unrecognized for years, are not infrequent, and 
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are of great importance both from a medical and medicolegal 
standpoint. His objects in calling attention to this form are: 
“1. To help stimulate the spirit of investigation in medical 
jurisprudence that has for its object the placing of responsi- 
bility for erime where it rightly belongs; 2, the proper medical 
care of persons who have this very obscure and often unrecog- 
nized affection, while the malady is yet in its most benign 
stage.” 
—The importance of treating the 
constitutional condition in cases’ of catarrhal deafness is in- 
sisted on by Snow, who says that it is virtually impossible to 
handle a case of chronic catarrhal deafness where there is 
iow vitality, a sensitive skin, or frequent functional derange- 
ments, whereas without these obstacles a correction of morbid 
nasal conditions makes the disease, as a rule, non-aggressive 
and capable of much improvement. 

10.—See also (36 and below. 

12. Teaching of Surgery.— According to Bryant’s views “1, 
a thorough didactic foundation is absolutely necessary for the 
proper attainment of surgical knowledge; 2, that clinical 
teaching fits the student for the intelligent use of didactic 
facts; 3, that didactic teaching with limited clinical oppor- 
tunity begets ponderous theorizing with a minimum of fertile 
practicability; 4, that clinical teaching with limited didactic 
opportunity begets much of unreasoning imitation with limited 
logical deduction.” 

14. Moral Insanity.—Noyes describes cases which are of 
medicolegal interest and discusses the criminal phase of in- 
sanity and its medicolegal standing. 


17. Tub losis.—McGahey combats the popular notion as 
to the extreme contagiousness of tuberculosis, giving as ex- 
amples cases among the Indians in the Government Indian 
schools, who are specially liable, and yet no cases have origin- 
ated from contagion from them. He remarks that he is not 
combating antiseptic measures for its prevention, but he thinks 
too much is made of the bacillus as a directly contagious germ. 

19. Chronic Specific Dysentery.—The symptoms and path- 
ology of this disease have been studied in detail by Craig, who, 
in conclusion, remarks in regard to the bacteriology, that in 
the chronic form described all classes of bacteria are found and 
to isolate and determine the one real cause is difficult. While 
he has not been able to obtain cultures of Shiga’s bacillus in 
most cases coming to autopsy, he has used the pure culture of 
this bacteria in testing the action of blood-serum of these 
cases, and in all obtained a marked agglutination. This reac- 
tion was not present in cases of amebic dysentery so far as he 
was able to discover. The bacteria are most numerous in the 
gangrenous stage, less so in the follicular, the micrococci in 
the severer stages. He remarks in conclusion that the term 
tropical dysentery indicating the amebic type is unwarranted 
as indicating that the amebic type is the only one occurring in 
the tropics. All these cases described originated in the tropivs 
and are just as tropical as pure amebic dysentery. 

21. Immunity.—Bergey describes the theories of immunity, 
more especially the later ones of Ehrlich, giving his terms, 
receptors and complement, the former indicating what was 
once known as the immune body, which is present only in the 
serum of immune animals, and is resistant to heat, the latter 
present in normal blood and destroyed by a low degree of heat. 
He remarks in regard to the lack of intluence of specific bae- 
tericidal serum that it may be explained by the fact that the 
human complement does not compare in its configuration with 
the haptophore of the immune body derived from the lower 
animals, and consequently it can not unite with it. He offers 
three suggestions that have been made to overcome the in- 
ellicacy of the bactericidal immune serums: “!. The simultan- 
eous injection of complement derived from the same species as 
that furnishing the immune serum. Experience has shown 
that there is a tendency for the complement to be utilized in 
the formation of anticomplement so that it becomes ineffective 
for this reason. 2. The employment of a mixture of immune 
serums derived from a number of species of animals so that in 
the multiplicity of immune serums the human complement may 
tind sufficient receptors with haptophores of like configuration 
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to bring about the destruction of the invading microérganisms. 
3. The immunization of a species of animals so closely related 
to man as to yield receptors with haptophores that compare 
with the complement in human blood. The latter suggestion 
appears to offer the most ready solution of the problem, but 
the question has not yet been decided experimentally.” 

22. Brewers’ Yeast.—Ullman reviews the conditions in 
which brewers’ years has been used in therapeutics, reporting 
cases, and remarks that we must conclude that because of its 
ferments, nuclein and nucleinic acid and phagocytic action, it 
is a remedy of value in therapeutics. Its use is not confined 
to any one disease, but it is valuable wherever an increased re- 
value in furunculosis, carbuncles, diabetes, tuberculosis, bron- 
sistance of the organism is required. It has proved itself of 
chitis, bronchopneumonia, enteroptosis, habitual constipation, 
cancer and other affections. Used in cases of advanced tuber- 
culosis an improvement in symptoms indicative of secondary 
pyogenic infection was noted. 

26. Appendicitis.—Gage has endeavored to learn the subse- 
quent history of three hundred cases of appendicitis operated 
on prior to Oct. 1, 1901. His belief is that there is only one 
kind of appendicitis and that is the kind that demands opera- 
tion, and he prefers to operate promptly. He mentions his 
method and remarks that 35, or 15 per cent., of the 240 cases 
operated on during an acute attack were fatal. The percent- 
age shows a reduction in the later series of cases. Of the 228 
cases whose subsequent history he has been able to obtain, 42 
have a complaint of some nature; 13 speak of trouble in the 
region of the sear, soreness caused by exercise, etc. One of 
these was so disabled that a second operation was performed, 
and all that was found was an adhesion of the omentum on 
the under side of the upper part of the sear, covering an area of 
not more than one-half an inch square. This was released, 
nothing else being indicated, but the result was perfect and 
complete relief. In some cases there have been persistent fecal 
fistulas which he can not explain, and in one case of general 
purulent peritonitis in which he removed a gangrenous appen- 
dix and which made an unexpected recovery, he was called on 
later to operate for acute intestinal obstruction. He could not 
ascertain the exact point of constriction, so he separated all 
the adhesions he could find as well as he was able and the 
patient promptly recovered. Nineteen, or a little less than 9 
per cent., report the existence of hernia. In 9 cases there were 
attacks simulating appendicitis occurring after the operation, 
and these he briefly details. 

28. Umbilical Hernia.—Conant summarizes his article in 
substance as follows: 1. Umbilical hernia in children as a 
general rule recovers without a truss. 2. Strangulated um- 
bilical hernia is to be operated on like any other hernia. 3. 
Radical umbilical hernia should be operated on if the patient 
permits, otherwise a well-fitting truss should be constantly 
worn day and night. 4. Irreducible hernia should be operated 
on unless there is some marked contraindication like heart or 
kidney disease. Age and size of the tumor need be no bar to 
operation. 5. The preferable operation should combine rap- 
idity with the diminution of shock, both by lessening hemor- 
rhage and also the length of time under anesthesia. 6. The 
use of cocain is advisable where ether is contraindicated. He 
describes the operation in detail. 

34. Preventive Dentistry.—-Wright thinks that dentists 
should give more attention to the preventive part of their prae- 
tice by prophylactic measures against teeth liable to disease. 
Caries of dentine and Rigg’s disease are dependent on two 
classes of factors, predisposing and specific, and by prophylactie 
treatment by frequent polishing and massage with orange wood 
and pumice, adhesions will be kept away, the effects of fer- 
mentation will be obliterated, pulps and nourishing membranes 
will be stimulated to healthy and normal function and caries 
and septic gingivitis will be positively prevented. 

36. Septicemia and the Curette.—Plympton objects to the 
too great use of the curette and suggests the snbstitution of 
gentle flushing of the uterine cavity with alkaline solution 
(110 degrees) from a moderate height, the reservoir not over 
two feet above the level of the hips, having first removed all 
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loose fragments. He does not wish to be understood as con- 
demning the use of the curette, but only the abuse of it. 


37. The Prominent Eye.—Haig emphasizes the importance 
of the prominent eye as a symptom of increased blood pressure, 
which is the underlying cause of Graves’ disease and other con- 
ditions in which this symptom is present. It not only tells 
us whether there is high blood pressure but often also how 
long it has been there and whether the heart has hypertrophied 
under it or has failed early or only later. We must notice not 
only the eye, but the condition of puffiness or wrinkling of the 
skin around it. He claims he can even approximately gauge 
the thickness of the left ventricle by the greater or lesser prom- 
inence of the eye. 

39. The Celiotomy Wound.—(ioeclet advises making an in. 
cision first through the skin and down to the fascia, then re. 
tracting the parts and dividing the fascia over the rectus 
muscle about a third of an inch from the median line and 
separating the muscle with the fingers in the direction of its 
fibers down to the peritoneal fat, which, with the peritoneum, is 
opened in the usual manner. In this way he makes an in- 
cision through the muscle and lower parts a little to one side 
of the incision of the skin and secures a firmer line of union. 
In closing the wound he uses a continuous suture of No. 1! 
chromicized catgut throughout, tied only at the start and 
finish. The first layer includes the peritoneum, subperitoneal 
fascia and the lower border of the muscle on each side begin- 
ning at the upper angle of the wound and continuing it to the 
lower end. By including the lower border of the muscle with 
the peritoneum, the leaving of dead space between the peri- 
toneum and the muscle is avoided. Then the same suture 1s 
continued from below upward, the fascia is united, and this 
layer of suture is made to include the upper part of the muscle 
with the fascia, thus avoiding a dead space here also. Unles- 
the fat is unusually thick no suture will be required above the 
fascia, but when necessary it can be drawn together by a con- 
tinuous suture, applied from above downward, the insertions 
from side to side being made in the direction of the incision 
and not transversely to it. The skin can be approximated 
either by a subcuticular suture or by applicatién of aseptic 
adhesive straps, one quarter of an inch wide, with space be- 
tween them, to permit drainage into the dressing applied over 
them, when a thick pad of absorbent cotton covered with gauze 
is applied, and held down by broad adhesive straps, across the 
abdomen from side to side, securing firm pressure on the 
wound. All bleeding vessels should be stopped before integu- 
ment is approximated and ligated with No. 1 plain catgut to 
avoid bleeding that might prevent closure of the wound. This 
is necessary when adhesive straps have been used. Simple ooz- 
ing is usually stopped by sponging with hot salt solution. 


41. Glycerophosphates.—'The actions of glycerophosphoric 
acid on various bases are noticed by Street, who especially re- 
marks in regard to the glycerophosphates of sodium which have 
been most used in this country. They are very hygroscopic, 
and only sold in 75 per cent. solutions of water. He says that: 
“The glycerophosphates are indicated, and most useful in all 
cases of nervous impairment due to overwork, or excesses of 
any kind. Also in astheniec nervous maladies, mental depres- 
sion, and whenever it is desired to increase the nutrition of 
the nerve-cells, and stimulate their activity. In neurasthenic 
conditions characterized by vertigo, occipital headache, un 
steadiness of gait, or inability for physical or mental effort, 
great improvement attends their use. In the premature ad 
vance of age, and in senility, attended by general debility, the 
benefits from their protracted use are striking. They greatly 
relieve hysteria, and also the many morbid feelings of nervous 
patients. Their value is considerable in chronic neuralgia, in 
sciatica (by hypodermic injection along the nerve), and in con- 
valescence from la grippe, and acute infectious diseases. In 
diabetes, Magnin of Paris asserts that he has personally seen, 
repeatedly, the sugar markedly diminished by them. And 
they are said to be useful in Addison’s disease.” They are con- 
traindicated in albuminuria, in diseases with organic oxidation 
in excess and in the acute excitable nervous states, and their 
incompatibilities are lead salts, phosphates or carbonates. For 
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hypodermic use they can be employed according to the follow- 
ing formula: Phosphate of sodium, 12 gr.; sodium chlorid, 
\% gr.; distilled water, 1 dram, 15 to 30 minims injected once 
daily antiseptically. The solution should be fresh or kept 
sterile. The best site for injection is in the back, as it 
causes some pain for a few minutes and soreness and redness 
for some days. On this account he objects to the hypodermic 
injection as a rule, and advises the remedy to be taken inter- 
nally. He gives as an effectual formula: Glycerophosphate of 
sodium 7% gr., 1 grain of glycerophosphate of quinin, 2 grains 
of glycerophosphate of iron and 1 dram glycerin, with suf- 
ficient citric acid to complete solubility. One dose, to be taken 
in water before each meal. To get the best results it is usually 
necessary to administer the glycerophosphates from three to 
six months, sometimes longer, though occasional interruptions 
of several weeks in the course of very prolonged administra- 
tion are beneficial. Strychnin and proper hygiene are useful 
auxiliaries. Excesses and the use of stimulants, even tea, 
coffee or tobacco, are to be avoided. 


42. Malarial —Hiers has treated twenty cases 
of hypermetrophic asthenopia associated with malaria during 
the last four years, besides eleven without any other assignable 
cause. From the evidence he deduces the following con- 
clusions: “1. That two distinct forms of malarial asthenopia 
exist—aeute and chronic. The former is seen most frequently 
by the family physician, and is characterized by the eye strain, 
pain, and weakness of vision which accompany febrile reactions 
of an intermittent or remittent type. The latter more fre- 
quently falls under the care of an oculist, and may be asso- 
ciated with muscular or accommodative asthenopia, or both. 
2. That asthenopia per se does not exist, but must possess some 
qualifying cause. 3. That the interocular and neurotic mani- 
festations should be classified individually and not generalized. 
4. That microscopic investigation can and does determine the 
prevalence of plasmodia in certain of the aforesaid conditions. 
5. That a febrile reaction does not of necessity accompany 
the history of the case. 6. That under judicious anti-malarial 
treatment, provided the presence of hematozoa has been dem- 
onstrated, the causative factor can be readily eradicated and a 
permanent cure effected.” 

43. Argyrol.—According to Swinburne this drug has “de- 
cided gonococcidal powers; it has a decided effect in reducing 
and allaying inflammation of the disease; it can be used 
safely in almost any strength and at any stage of the disease; 
the injection can be repeated almost as frequently as the fancy 
of the physician dictates; I have not seen any unpleasant symp- 
toms due to the use of the drug, and I believe it to be one of 
the most valuable remedies given to the profession in recent 
years.” 

59. Hypertrophy of the Labia Minora.——-Dickinson con. 
siders that in extensive hypertrophy of the labia minora its 
cause may be traced to present or former masturbation. 

61.—See abstract in Tue JouRNAL, xxxviii, p. 1668. 

63.—Ibid., July 5, p. 42. 

70. Insomnia.—The value of hedonal is described by Reis 
man, who reports a case of its useful employment in the in- 
somnia of tuberculosis. He finds it rapid and reliable in its 
action, non-irritating to the gastrointestinal, circulatory or 
genito-urinary systems, and devoid of after-effects. It does 
not induce habit and allays bronchial sensitiveness. 

79.—Reviewed on pages 1000 and 1001 of this issue. 

80. Control of Vaccines, Etc.—The necessity of proper 
testing and assurance of the quality of vaccine, serums, ete., is 
noted by Gehrmann, who advocates the placing of these sub- 
stances in the pharmacopeia and control of them by a system 
of either state or national inspection. 


89. Vioform.—This substance, iodoxychlorchinolin, is known 
under the trade name of vioform, and was introduced to the 
profession by Tavel of Berne, whose published findings on the 
subjeet are given by Blake. He also reports his own experi- 
ments with it on guinea-pigs and rabbits. He finds from the 
result ef these studies that in consequence of its insolubility 
and stability it is possible that in most cases neither the 
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powder nor its decomposition products are absorbed in appre- 
ciable quantities, even after its free use, in localities where 
escape of the secretions is possible. When absorption does 
occur in such localities, it is insufficient to produce any symp- 
tom of poisoning. When, however, it is introduced into any 
region where escape of the secretion is impossible, as when 
employed by injection, it produces an intoxication of consid- 
erable severity that may continue for weeks on account of the 
slow absorption of the drug. This makes it absolutely unsuit- 
able for injection purposes, but for local application as a 
powder or on gauze in fresh wounds, and in old sinuses so long 
as they open freely to the surface, it can be freely used with 
advantage on account of its non-irritating qualities and free- 
dom from toxic action. It has a higher antiseptic potency 
than that of iodoform, and is entirely free from the offensive 
and tell-tale odor. Hence Blake considers it for all purposes 
except that of injection an ideal substitute for iodoform. 


92. Eclampsia.—Fincke holds that we have as a foundation 
for the etiology of eclampsia certain fairly definite pathologic 
lesions, consisting mainly of hemorrhagic and anemic areas, 
multiple cellular necrosis, and the formation of thrombi and 
emboli in the various organs, but most marked in the liver, 
these changes corresponding in general with those caused by 
the circulation in the blood of some of the toxins. Eclampsia 
is, therefore, a toxemia due to some undiscovered agent, present 
under certain unknown conditions in the body at the time, just 
before, during or shortly after labor. This causal factor may 
be bacterial, it may be of placental or fetal origin, may arise 
from faulty metabolism with absorption of resulting poisons, 
or the abnormal absorption of normal metabolic products. 
Disease organs may predispose to but can not cause this con- 
dition, while the pathologic findings are the result and not the 
cause of the clinical syndrome. 4 

93. Surgical Intubation of the Larynx.—Royce suggests 
in cases of operation on the pharynx to avoid the inspiration 
of blood and the extra dangers and difficulties of the anes 
thetic from this and other causes, the use of a laryngeal in- 
tubation tube fitted with a thin, tightly-fitting tube inside, ex- 
tending above it, and lengthened by a rubber tube protruding 
out of the mouth and terminating in a cornucopia lightly filled 
with cotton, on which the anesthetic is dropped. This allows 
the operator to work uninterrupted by the anesthetic, and 
whatever blood may fall into the pharynx is washed away or 
washed out by irrigation without any disturbance of reapira- 
tion as the tube with its flexible extension blocks all entrance to 
the respiratory tract except through the free end under the 
control of the anesthetist. (See abstract of Kuhn's article, 
THe JouRNAL, October 11, p. 945.) 

94. Tubercular Glands.—Brisiow insists on the importance 
of thorough operation for tubercular glands, implying by this 
complete removal of all tuberculous masses within reach. 

%5. The Infectiousness of Tuberculosis..-From study of 
the literature which is here reviewed, Murray draws the fol- 
lowing conclusions: “1. That bovine tuberculosis is easily con- 
veyed from cattle to cattle. In other words, tuberculosis de- 
veloping in cattle is derived from previous cases of the disease 
in other cattle, and for all practical purposes other modes of 
infection may be neglected. 2. That human tuberculosis is 
transmissible to cattle, but the natural infection of cattle 
with human bacilli must be of very rare occurrence. 3. That 
bovine tuberculosis can be transmitted to man either through 
wounds or through the digestive tract, and, in the case of 
infants particularly, infection from tuberculous milk probably 
oceurs more frequently than was formerly supposed. 4. That 
dried tubercular sputum is the main source of infeetion for 
man, and the most frequent method of infection is by inhala- 
tion. 5. That Koch’s conclusions regarding the transmission 
of bovine tuberculosis to man are not proved, and with our 
present knowledge we are not justified in relaxing our efforts 
to stamp out the disease by all possible means.” 

100. Smallpox.—The history of the recent smallpox epi- 
demic is reviewed by Hancock, who notes the symptoms and 
peculiarities of the attacks and also the treatment. An inter- 


esting point in his paper is that he has experimented on four 
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cases with a subdued red light. In one case the patient died 
with severe pharyngeal symptoms. The others seemed to be 
greatly benefited by the treatment and the cosmetic effect was 
excellent. 

101. Tuberculosis of the Testicle.—In the conclusion of 
his paper Abell offers the following deductions: “!. The epi- 
didymis is the most frequent starting-point of urogenital tuber- 
culosis. 2. It is usually secondary to some other focus, but 
may be a primary deposition. 3. The testicle is rarely 
primarily affected, but as a rule secondarily so from the epi- 
didymis. 4. When the epididymis is primarily infected through 
the blood-supply the process is probably intertubular. 5. 
When it is secondary to other foci in the urogenital tract, con- 
stituting a descending infection, the process is probably intra- 
tubular. 6. Foci in other portions of the genital tract, or 
even distant lesions, do not necessarily contraindicate opera- 
tion, since clinical evidence proves that, when operated early, 
foci in the genital tract recover as a rule, and healing of 
distant lesions following operation has been noted im a suf- 
ficient number of instances to invite further investigation. 7. 
Castration should be limited to those cases in whieh the 
process has invaded the testiclk proper. 8. Epididymectomy 
with high resection of the cord after the method of Villeneuve 
is to be practiced in all other cases.” 

107. Epigastric Pain.—Gaub reports a number of cases 
illustrating the different causes of pain in the epigastric 
region, including malignant disease of the pylorus, pyloric 
obstruction, appendicitis, cholecystitis, ete. He remarks that 
pain is Nature’s method of sounding an alarm, and when 
occurring in the epigastric region is extremely significant 
owing to its many possibilities. We should be extremely sus- 
picious of pain occurring in this region and examine carefully. 
“If chronic atrophic gastritis is present and not relieved by 
approved treatment in three weeks, and there is the least sus- 
picion of cancer, exploratory laparatomy should be done. 

108. Neurasthenia.—Diller’s article is an elaborate one, 
treating the whole subject of neurasthenia very satisfactorily 
within its limits. He lays special importance on heredity 
and over-strain, which combined are causal factors in most 
cases. As for treatment he suggests rest, but the Weir- 
Mitchell method is only applicable and feasible for a very few 
extremely severe cases. The ordinary case must be treated 
without absolute idleness and with a certain amount of variety. 
Much depends on the moral influence of the doctor, who must 
first get his patient in the proper state of mind to co-operate 
with him and then try to remove the cause. Drug treatment is 
secondary, though still of value. All the cases should be 
treated without drugs for at least a part of the time, and seda- 
tives and hypnotics be given as sparingly as possible and never 
for long periods. General tonics, such as arsenic, iron, quinin, 
nux vomica, ete., are of use. The so-called tissue builders of 
the manufacturing chemists are very delusive, and should 
never be used, as are also the secret lymphs and so-called “pre- 
digested” foods. 


117. Landry's Paralysis.—Diller reviews the literature of 
Landry's paralysis, holding that it is a term that can not be 
dropped and while not a disease in the sense that tetanus or 
smallpox are diseases, it is at least as much of a disease as 
certain others, for instance, cerebral paralysis of childhood. 
For a definition he would suggest the following: “Landry's 
paralysis is an infection or toxemia produced by various 
poisons in which the spinal cord (including the bulb) and the 
peripheral nerves, and especially the lower motor neuron, 
are attacked, and in which parenchymatous degeneration, 
hemorrhagic and inflammatory exudates of various kinds and 
degree are usually found postmortem in this portion of the 
nervous system. But in a few cases no postmortem changes 
are discoverable, and in still others changes whic! are imade- 
quate to explain the symptoms. The spleen and !yinph glands 
are usually enlarged. Bacteria of various kinds have, in a 
censiderable number of cases, been found in the central nervous 
system; but in the great majority of cases a careful examina- 
tion has failed to discover any microjrganisms. ‘The male sex 


No age is 


is affected much more commonly than the female. 


CURRENT MEDICAL LITERATURE. 


Jour. A. M. A. 


exempt.” He would employ the term as most authorities em 
ploy the term apoplexy, including under it conditions like mul- 
tiple neuritis, or poliomyelitis and some toxemias with nega- 
tive postmortem findings. 

118. Compression of the Cord.—Thomas reports a case of 
upper dorsal tumor of the dura producing complete compres- 
sion of the cord, with absolute paraplegia, the formation of 
marked contractures, entire loss of all forms of sensation, and 
loss of the control of the bladder and rectum, which condition 
lasted for thirteen years. There was a general smallness of 
the cord below the point of compression, and the usual systemic 
degeneration of the pyramidal tracts, also changes in the gray 
matter in the lumbar enlargement. The conclusions seem to 
be that central chromatolysis, and nuclear changes of quite a 
severe grade may occur in the nerve cells of the ventral horn 
when interruption of conduction from the brain of motor im- 
pulses has been cut off for a long time, and in spite of this 
interruption of conduction from the central neurons, the 
peripheral nerve cell may retain its normal cytoplastic appear- 
ance for many years. The inference is that recovery from the 
symptoms produced by compression of the cord from without, 
as from a tumor of the dura, is probably possible as far as 
preservation of the peripheral neurons is concerned, long after 
the entire loss of any hope of recovery of the central neurons 
after removal of the compression. 

120. Pseudo-Epilepsies.—Browning describes cases from 
which he summarizes as follows: “1. In the young there oc- 
curs a class of cases characterized by recurrent attacks of 
heterogeneous type, and that may conveniently he called 
“pseudo-epilepsy.” 2. This form of trouble is curable. 3. 
Such cases, so far as here studied, are due to, or associated 
with, disturbances in the general tissue metabolism of the 
body. 4. Some of these are in whole or in part of rachitic 
origin. 5. Troubles of this kind, when due to rachitis, are 
amenable to thyroid treatment. 6. True epilepsy is not rem- 
edied by thyroid, even in a person who was once rachitic. 7. 
It is evident that in many cases there is a closer relationship 
between rachitis and athyreosis than has heretofore been recog- 
nized. There must be a relative inadequacy of the thyroid 
function in these cases associated with rickets. Either, as one 
of my cases indicates, there is a serious impairment of the 
activity of the gland, or thyroid feeding serves to burn up 
harmful material at large in the system.” 

128. Houston’s Valves.—The physiology of these struc- 
tures is explained by Cooke that they are essential to meet the 
condition induced by the erect posture in the human indi- 
vidual. Their pathoiogy is chiefly in hyperplasia and fibrosis. 
He specially recommends Pennington’s apparatus for operation 
for the relief of morbid conditions of these structures. 

129. The Physiology of Fever.——The processes of fever as 
a disturbance of metabolism are summarized by Bromberg in 
the following: “1. An increase in the discharge of carbon 
dioxid due to increased combustion. 2. An increased elimina- 
tion of heat from the skin by radiation and evaporation, which 
is 40 per cent. greater than in health. 3. An increase in the 
elimination of nitrogen and nitrogenous substances. 4. The 
disappearance of glycogen from the liver, which has been used 
up to support this increased combustion, and which can not be 
replaced by the addition of glycogen-forming substance to the 
diet, and last, an increased consumption of proteids and fats. 
All of the various conditions just noted have their special sig- 
nificance and require a thorough understanding in order to cor- 
rectly apply remedies to the alleviation of these changed condi- 
tions. I regret that I have not the time to enter more fully 
into the changes occurring in this faulty metabolism, but to 
do so would require a paper of greater length than we have just 
read. Having promised in the commencement of this paper to 
attempt a definition, | will say that fever is a disorder of 
tissue metabolism, attended with a rise of internal temper- 
ature and changed conditions of the superficial blood vessels.” 

131. Otitis Media.—Richards advocates operation in nearly 
all cases of chronic suppurative otitis media, and prefers the 
radical operation according to the method of Zaufall in prefer- 
ence to ossiculectomy. The latter should be chosen only when 
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Oct. 25, 1902. 
the probability is that the suppurative process is limited to 


the ossicles and their immediate vicinity and cholesteatomatous 
masses are not present. 


132. Adenoids.—Kyle describes the constitutional symptoms, 
especially the mental condition noticed by Harrison, Allen and 
Cohen, and the febrile attacks in young children which may 
suggest typhoid or pneumonia, which he thinks are due to these 
growths. 

151.—See 136 above. 
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1. The Wounded in Naval Actions.—Kirker discusses the 
management of the wounded in naval actions and holds that it 
is not absolutely necessary to neglect them during the active 
part of the fight. They may be transferred to some portion 
of the ship by the ammunition hoists without interference 
With the fighting forces. He remarks on the necessity of 
having a properly arranged and equipped operating room on 
modern ships of war, which is provided for in the German and 
Japanese navies, but the British navy seems not to have 
appreciated this necessity, 


3. Securvy.—From extensive and careful researches in the 
literature, Turnbull is foreed to the conclusion that Osler's 
second suggested cause of the disease, the presence of some 
toxic material in the food, is the real exciting cause of 
scurvy, afloat or ashore, and that lime juice is not an absolute 
preventive, though a valuable remedy. He adduces as an evi- 
dence of this view the experience of Nansen, who gave special 
attention to the quality of the food supply and escaped scurvy, 
though unprovided with lime juice. Also the experience of 
ether Arctic explorers, who found fresh meat a sufficient sub- 
stitute and preventive. 


5. Abdominal Wounds in War.—Roberts, who has read 
all the data obtainable, thinks that as a rule the conditions in 
the field hospital are not suitable for performing laparotomy. 
The experience with laparotomy in war has been most un- 
favorable, and he quotes from Senn and others in evidence of 
this, while on the other hand, many abdominal wounds re- 
cover without operation. In the majority of those who die 
the nature of the injury is such that death might occur what- 
ever would be the treatment, but laparotomy might add to the 
danger. When occasions arise where the indications for opera- 
tion are the same as in civil practice, laparotomy should 
be undertaken for increasing intraperitoneal hemorrhage en- 
dangering life, and when there is evidence that perforation of 
the stomach or bowel probably exists, provided that the patient 
is seen early enough. 


6. The Red-Cross Badge.—The misuse of the Red-Cross 
badge and its possibility is noted by Porter, who sums up that 
while it should be easily recognizable, it should not be easily 
counterfeited, or be capable of confusion with any combatant 
device in use, afloat or ashore. It should be issued under 
authority only. When issued to individuals they also should 
be provided with means of proving their identity. Abuses of 
the use of the badge should entail definite penalties and, as 
a rule, these should be swift and severe. ; 


\7. Hospital Abuse.—-The remedies for hospital abuse as 
suggested by Nash are that no persons except urgent or 
emergency cases should be admitted to hospitals without the 
recommendation of their own physician or some authority in 
the case of paupers. The one he would suggest would be the 
relieving officer. In cases of accident or emergency the hospital 
authorities should make inquiries and charge what they con- 
sider a reasonable amount for the attendance in the case of 
those able to pay. He would also abolish recommendations 
entitling to admission by laymen, and the formation of some 
establishment which should provide for the poor specialized 
skill at a reduced rate, in the hands of the profession only, to 
which no person should be sent except on recommendation of 
his medical attendant. 

26. Appendicitis.—After giving in detail the general prin- 
ciples of medical treatment and reporting cases, Hurnet says 


he considers himself warranted in drawing the following con- 
clusions: Although when first seen a case of appendicitis may 
not seem very severe, the patient can with remarkable rapidity 
develop very grave symptoms. 2. The temperature is not 
nearly so important as the pulse, and is apt to vary to a 
greater extent during the progress of the illness than the pulse. 


3. The pulse of 120 though necessarily giving rise t« anxiety, 
need not indicate operative interference. 4. We are not justi- 


fied in giving up a case as hopeless even when the paticnt seems 
Some at least do 
While he believes there is no real medica! treatment 
for appendicitis, vet we are obliged to do our best without 


in immediate danger and operation refused. 
recover. 
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operation in many cases, and he insists on the importance of 
the dietetic management and rest. 

27. Myelopathic Albumosuria.—Thig name is one given by 
Bradshaw to cases with albumose in the urine and some affec- 
tion of the marrow, which seem to form a group by themselves. 
He has found about twenty cases in the literature or on per- 
sonal investigation. As to the cause of the condition nothing 
is known. It occurs most frequently in the latter half of life 
and in the masculine sex. The morbid anatomy consists 
of changes in the skeleton, invasion of certain bones by a soft 
mass of new growth, the proper osseous tissue undergoing 
absorption. The ribs, sternum and vertebral bodies seem 
always to suffer, less frequently the pelvic bone and the skull 
and only exceptionally the long bones. The growth seems to 
be closely allied to sarcoma in its structure and clinica) 
progress, but differs in its multiple invasion, showing no ten- 
dency to metastases. The urine contains a proteid closely re- 
sembling albumin, but differing in its coagulability at a very 
low temperature, 58 C. It redissolves largely at the boiling 
point and reappears on cooling. The coagulation that forms 
on treatment with nitric acid also dissolves on boiling and 
returns on cooling. It is readily coagulable by hydrochloric 
acid. The onset of the disease is insidious; the condition of 
the urine may be the first symptom. Later there is pain and 
great suffering. The course is from bad to worse, though it is 
not uniformly so. The exact nature of the proteid in the urine 
is not certain; the most we can say is that it is closely allied 
to albumin and probably somewhat less complex in its constitu- 
tion, and we may conveniently designate it as the Bence-Jones 
albumose, from the chemist who first described it. He reviews 
the hypotheses on the subject, but thinks the view that the 
albumose is actually produced in connection with the new 
growths is one which best agrees with the facts. 

43. Infection from Non-Gonococcic Urethritis.—Audis- 
tére believes in forbidding marriage in case of a chronic 
urethritis positively non-gonococcic, if the affection is certainly 
microbian or subject to relapses from its receptivity to second- 
ary infections. On the other hand, he allows marriage in such 
cases if the permanent or intermittent urethritis is con- 
stantly aseptic and has never been subject to secondary infec- 
tions, or if there has been no recurrence of infection for six or 
eight months. In case of marriage during the receptive period, 
weak sublimate solutions should be used as a prophylactic 
measure by both husband and wife if the urethritis is micro- 
bian, if not, only by the husband. There should be no inter- 
course during the catamenial period on account of the exces- 
sive receptivity of the female at this time. If the wife be- 
comes infected the husband must redouble his prophylactic 
measures to avoid a perpetual series of reinfections from her. 

47. Local Electric Treatment of Meniere's Disease.-— 
Bayer describes 7 out of a total of 15 cases, all improved or 
eured by local application of static electricity. He empha- 
sizes that all catarrhal symptoms, ete., must be abolished before 
applying the electricity. He aims to tlood the tympanum with 
the electric emanations, holding the end of the electrode about 
a centimeter from it. No inconvenience of any kind was ob- 
served. He varies the form of the application as indicated, 
preferring the brush for its soothing effeet in congestion, and 
the spark when a stimulating action is desirable. Sclerosis 
requires a vigorous application of both. None of his patients 
were hysteric or neurasthenic. 

50. Otitis of Diabetic Origin.—-Bar mentions that the right 
ear is usually affected and the intense pain is not relieved by 
perforation of the drum. The secretion is persistent and liable 
to be hemorrhagic. The mastoid is almost inevitably involved. 
Edema frequently appears and is a grave sign as it indicates 
diffuse osteitis of the subjacent bone. Intervention should be 
prompt, before the edema develops, but should not be under- 
taken when the urine indicates an excessive proportion of 
sugar and acidity. These must be reduced before operating, as’ 
when the organic fluids are so much altered they favor bacterial 
proliferation. Affeetions of the heart, kidney or lungs and 
cachexia forbid intervention, and general narcosis is peculiarly 
dangerous in case of diabetes. But bearing all these points in 
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mind and after preparing the patient with a suitable diet and 
administration of sodium bicarbonate to alkalinize the blood, 
intervention should be as prompt as possible. In one of his 
patients the sugar in the urine fell from 60 to 20 gm. im- 
mediately after trephining a mastoid abscess, and this diminu- 
tion persisted. The patient was a woman of 73 who had 
eliminated an average of 60 gm, of sugar a day for thirty years. 

52. Accessory Factors in Etiology of Cancer.—De Bovis’ 
important article on “The Supposed Increase of Cancer” was 
reviewed in this department October 4, p. 871. He believes 
that the classification of the populace according to ages and 
to sex, with the number of urban inhabitants to the square 
kilometer is the tripod which should serve as the base for all 
statistical study of the etiology of cancer. He now reviews a 
number of accessory factors. The influence of race has never 
been studied from the standpoint of the tripod of age for age, 
sex and the density of population of cities to the kilometer. 
He brings to this common ground the statistics that have been 
published in this country and elsewhere, and deduces the con- 
clusion that the southern races, Italians, negroes and Jews, 
display a little less receptivity for cancer than the northern 
races. Among the latter the people of the hill country of Ger- 
many, which includes Bavaria, Wurtemburg, Baden, old 
Switzerland and German Austria, and the Scandinavians seem 
to be possibly the most receptive, but further research 1s needed 
on this point. Geographic or geologic theorles do not afford 
the key to cancer, as he shows by comparison of the statistics, 
and he points out that the prosperity of a region, and its 
degree of “medical civilization” are two conditions which have 
a marked influence on the statistics. Cancer in such a region 
is brought to the attention of some physician sooner or later, 
while the profession know nothing of the cases that occur in 
families and regions too poor or ignorant to seek medical 
advice. Consequently the statistics show a remarkable rarity 
of cancer in the latter regions which investigation shows has 
no foundation. The causes of the frequency of cancer are not 
in the soil but on top of it. He queries whether it is possible 
that cold may be a certain factor, but states that no data are 
obtainable on this subject and neither in regard to profes- 
sions, etc., brought to the common basis of age, sex and density 
of population. Experience to date seems to indicate an equal 
receptivity in rich and poor. The statistics that have been 
published in regard to cancer in different trades if reduced to 
the common basis of age for age, show approximately equal pro- 
portions. Difference in customs, diet, ete., render it impos- 
sible to compare the statisties of one country effectively with 
another. It is also difficult to estimate the role of alcohol in 
the production of cancer as the statistics give only the mor- 
tality from acute alcoholism, which is by no means its entire 
role in pathology. The consumption of aleohol in a country is 
likewise no criterion: a Norwegian or an Irishman can stand 
a dose of aleohol which would kill a Neapolitan. The results 
of the inquiry in Holland incriminated aleohol in 23.4 per cent. 
of the cases; in Germany, in 14.7 among the men and in .9 per 
cent. among the women; in Belgium in 4 per cent. Syphilis, 
tobacco poisoning and certain other factors play a more pre 
ponderant role according to the figures. The fact that cancer 
seems about as frequent among the poor as among the well-to- 
do tends to disprove the theory that meat is a considerable 
factor in its etiology. Heredity seems the most important. It 
was established in 18.1 per cent. in the Holland inquiry; in 
16.6 per cent. in the Belgian, and in 17 per cent. in the German. 
These proportions are larger than hitherto assumed; cancer |> 
correctly diagnosed more frequently than it used to be, so that 
as years pass, even if the annual average of cases does not 
increase, yet the cases known among the older generations wil! 
certainly increase and show still more notably the influence of 
heredity. It is possible also that if the inquiry were re 
stricted to the well-to-do, the proportion would be much larger 
even now, as pathologic antecedents are heeded and remembered 
better than among the poor. If heredity does actually play a 
part in the propagation of cancer there is reason to suppose 
that it would increase in frequency with time, and be trans- 
mitted to the grandchildren, but in the German inquiry the 
grandparents were mentioned in only 74 out of 1563 cases in 
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which some relative had succumbed to cancer. Examining the 
statistics from the standpoint of age for age, sex, and density 
of urban population, they show that the assumption that car- 
cinoma is occurring younger than formerly is erroneous. The 
fact is exactly the reverse. The age of maximum frequency is 
shown to be 70 for wen and 75 for women. In regard to 
“cancer houses,” de Bovis observes that a building containing 
a number of families is more liable to shelter several cases of 
cancer than a private residence. Also that a district contain- 
ing elderly people of means is more liable to have a larger pro- 
portion of cases of cancer than a district of the homes of 
working people where children swarm and the old and sick 
drift to some charitable institution. After an exhaustive study 
of the statistics bearing on the contagion of cancer, he con- 
cludes that marriage does not create a predisposition to it, 
and that contagion between man and wife is more than doubt- 
ful; but, on the other hand, maternity evidently does afford a 
predisposition to cancer of the uterus, while celibacy in women 
predisposes to cancer of the breast. ‘There seems to be a sort 
of predestination to cancer. A person bearing the cancer 
germ, either born with it or acquiring it, is doomed to succumb 
sooner or later. If married it may occur as cancer of the 
uterus, if unmarried, as cancer of the breast or face twenty 
years later. As to contagion by contact with cancer subjects, 
the number of physicians, nurses and other attendants whe 
have to tend cancer subjects is so large that it is only a 
matter of surprise that the cases of supposed contagion are 
not more numerous than the low percentage of 11 which is 
given in the Holland inquiry, the highest of all. In none of 
these cases was the physician or nurse involved. In 12,179 
cases of cancer reported by the German inquiry, “from 20 te 
30” are mentioned as having possibly been acquired by at- 
tendance on a cancer subject. Fully this number are liable te 
be affected with cancer in the natural proportion. Gallet and 
Deschamps recently stated that they had not known of a single 
case of cancer among hospital nurses in Belgium in the last 
thirty years, and that only one physician has died from cancer 
at Brussels since 1890. Payne's figures also show that the 
cancer mortality among British physicians is less than the 
general average. In Germany only 10 physicians were found 
in the 4454 male subjects, while physicians average 3 to every 
1000 males over 40 years of age in that country. Inoculation 
is another question, but “instances of it are so rare!” de Bovis 
exclaims. The immense benefit that can be derived from sta- 
tisties is the keynote of his article, and he urges the import- 
ance of collecting them on a uniform basis for all countries. 
The present methods of collective inquiries serve only for the 
personal anamnesis of cancer subjects. 

53. Tuberculous Infection by Way of the Digestive 

Tract.—Heller compares the statistics of diphtheria cases at 
Boston as published by Councilman, Mallory and Pearce, with 
his own statistics collected at Kiel. He found that the per- 
centage of the cases of tuberculous infection traceable to the 
digestive tract was 7.4 per cent. in 714 cases of diphtheria and 
37.8 per cent. of the cases of tuberculosis among them. The 
Boston statistics are respectively 5.9 per cent. and 37.1 per 
cent. in 220 cases of diphtheria. He also describes a new case 
of extensive tuberculosis of the intestines in a child of 13 free 
from the disease elsewhere. 
55. Early Diagnosis of Icterus.—Hamel points out that it 
is the serum which becomes tinted with the bile pigments and 
by its presence in the capillaries produces the symptom of 
icterus. It is, therefore, possible by examination of the serum 
to determine the presence of these pigments long before there 
is any appreciable coloring of the skin or conjunctiva, and 
thus diagnose icterus in its incipient stages. 

58. Correction of Clubfoot.—Wieting recommends to place 
the foot on a small board a little longer and wider than the 
sole, supported by a block at each end. The plaster cast is 
then applied as usual over the board. The advantages of the 
board in the treatment of children’s feet are obvious. 

60. Phototherapy of the Male Urethra.—Strebel an- 
nounces that he has succeeded in inducing a lively reaction in 
the male urethra to the application of phototherapy. He 
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thinks that this is the first step toward successful radio- 
therapy of gonorrhea and other affections of the urethra. The 
inflammation induced lasted for five hours, and extended for 
12 em, into the urethra. He uses an iron lamp and apparatus 
of his own invention, and experimented on himsel!. 

61. Pathogenesis and Early Sign of Typhoid. —Schott- 
miiller states that in 119 cases of typhoid fever he was able to 
determine the presence of the bacilli in the blood in 84 per 
cent., and in the first twenty-four to thirty hours, long before 
the Widal test was positive. He is convinced that typhoid 
fever is essentially a bacteriemia and that the localizations in 
the intestines are by no means inevitable or indispensable. 
The severity of the case is not altogether dependent on the 
number of bacteria in the blood, but as a general rule large 
numbers are associated with a severe clinical course of the 
disease. He tabulates the details of 50 cases showing this con- 
nection. 

62. Traumatic Laceration of the Valves and Aorta.— 
Schmidt describes a case which establishes the possibility of 
traumatic laceration of valves without pre-existing endo- 
carditis. The patient was a man of 85 in this case, who fell 
from a second-story window with fatal results. The rear flap 
of the aortic valve was torn completely through with an 
angular tear, and the front flap of the mitral valve was also 
lacerated, 

63. Traumatic Nephritis.—In the case reported by Cursch- 
mann the injury to the kidney was followed by shock, vomiting 
and meteorism and a large palpable tumefaction in the region 
of the right kidney, which subsided after a few weeks. There 
was albuminuria and elimination of tube casts for years, but 
no other signs of a kidney lesion. He regards it as a case of 
traumatic, circumscribed interstitial nephritis, free from any 
complications on the part of the heart or circulation. He sug- 
gests that many cases of supposed contracted kidney which 
have been recorded as exceptionally mild, latent and benign in 
their clinical course, may have had an unsuspected traumatic 
origin. 

66. Heusner’s Extension Bandage.—Wiilfing reports that 
time is confirming the great benefits of the extension bandages 
devised by Heusner and in constant use at his and several 
other clinies, including Hoffa's, Helferich’s and others. A 
white flannel-like cloth is used for the purpose, which is called 
buckskin or moleskin, and 1s obtainable in every dry-goods 
store at a low price. The strips are cut long and wide enough 
to cover the entire limb. An adhesive fluid is then sprayed on 
the limb, and the strips of cloth applied smoothly with a 
bandage outside. The spray fluid is made of 3 gm. castor oil; 
dammar resin and rosin, each 10 gm.; turpentine, | gm.; 
ether, spirit. and oil of turpentine, each 55 gm. It requires 
some technical skill to blend and filter. These bandages can 
remain for weeks or months without changing. It is easily re- 
moved by moistening with olive oil or alcohol. The strips 
can be used again and again after washing. The bandage can 
be strengthened by a starch bandage outside if necessary. A 
cylinder of tricot can be used instead of the strips if desired. 
This extension bandage has done good service also after lap- 
arotomies, ete., and for fractures of the ribs. The spray fluid 


has also proved useful in applying felt corsets and the exten- 
sion bandage is also applicable to military surgery as a sub- 
stitute for the more expensive and less effective adhesive 
plaster. 

70. Ectopic Pregnancy and Hemoglobinuria. -lauber 
deseribes a clinical picture observed in a woman six weeks after 
menstruation. The symptoms were those of a sudden and 
copious internal hemorrhage, and a tumor could be polpated in 
Douglas’ sac. The accumulated blood was rapidly absorbed 
and an attack of acute hemoglobinuria followed. Micielis has 
reported a similar case. They are explainable by the light of 
the recent researches on the hemolytic serums induced in 
animals by injections of small amounts of blood trom another 
animal. In these clinical cases the amount of blood was too 


large,and it was too rapidly absorbed for the production of 
the anti-autolysin to keep pace with that of the autolysin. The 
consequence was that the absorbed blood corpuscles were de- 
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stroyed and the liberated hemoglobin was eliminated through 
the kidney, causing transient nephritis. In two or three days 
the normal balance was re-established and order was restored. 


77. Inhalation of Cinnamic Acid in Tuberculosis. 
Biiumel has found that it is possible to secure the advantages 
of cinnamic acid in the treatment of tuberculosis without the 
drawbacks of injecting it. After numerous experiments he 
found that the solution best adapted for the purpose was a 2 
per cent, solution of “hetol” either in water or 50 per cent. 
alcohol. He uses it in the form of a spray once to three times 
a day for several minutes to a maximum of five. He found 
that infiltration of the apices subsided in less than two weeks 
and that in three months all the physical signs of tuberculosis 
vanished in many instances without a change of air or occupa- 
tion. In some cases of hoarseness that had persisted for years, 
with fever, emaciation and other signs of apical catarrh, the 
hoarseness vanished completely in less than two weeks. He 
also found that the diarrhea of consumptives was rapidly and 
durably conquered by cinnamic acid in .1 gm. tablets. The 
hetol in these cases comes directly in contact with the lesions 
in the throat and intestines, and his success in this line en- 
couraged him to try the hetol for external application in a case 
of lupus, in the form of a 5 per cent. salve of cinnamic acid, 
after pricking each nodule with a galvanocautery. In the 
course of two months the lesions had healed and the glands 
shrunk to a quarter of their former size. He thinks that sys- 
tematic inhalation of cinnamic acid will abort tuberculosis in 
the early stages and thus prove an important measure for the 
extermination of the white plague. 

79. Various Sugars in Therapeutics.—Clemm has been 
making an exhaustive study of various sugars and their sig- 
nificance for normal and morbid processes. Among the results 
attained is the confirmation of the benefits to be derived from 
sugar in reducing gastric hyperacidity. He gives the curve of 
acidity in a dog with a Pavloff fistula fed respectively with 
milk; with 20 per cent. levulose with the milk; or with 30 per 
cent. dextrose. The amount of gastric juice was 29 ¢.c. on the 
milk diet; 13.5 ¢.c. on the milk and levulose, and only 2.1 ©¢.¢. 
on the milk and dextrose. The dextrose curve resembles that 
observed when atropin is administered to depress the gastric 
secretion, and shows that practically the same results can be 
obtained with a harmless sugar. The new crystallized form 
for malt extracts obviates the drawbacks of a syrup. “Ossin™ 
is another sugar preparation which he has found very bene- 
ficial for certain cases. It is a combination of the oleates of 
cod liver oil with albumin and shgar. He reports two cases 
in which a course of treatment with sugar proved remarkably 
beneficial. In the first a robust man of 37 developed anemic 
symptoms and nervous dyspepsia with suspicion of cancer. 
The stomach contents and feces were examined frequently on 
the latter account, which enabled the progress made under 
sugar treatment to be systematically verified. He took a course 
of mineral waters and of arsenic, which cured the diarrhea and 
relieved the nervous symptoms, but the hyperacidity persisted. 
The cure was completed by prescribing three tablespoonfuls 
daily of a 50 per cent. solution of levulose for two weeks, after 
which dextrose was substituted for tive weeks. Clemm urges 
others to investigate the effects of different sugars and of the 
sugars formed out of starch by the animal ferments. He thinks 
that much more important results will be attained in this line 
than from the study of new drugs. 


80. Dubious Sex.—-Neugebauer has made for years a special 
study of cases of dubious sex and refers those interested to the 
compilation of his experiences which has been published re. 
cently, profusely illustrated, in M. Hirschfeld’s Yearbook for 
Intermediate Sex (Jahrbuch fiir sexuelle Zwischenstufen mit 
besonderer Berucksichtigung der Homosexualitit, iv, Leipsic). 
He contends that cases of dubious sex are much more common 
than is generally accepted, and that physicians must be ex- 
tremely prudent in their judgment, as error may entail the 
most serious and far-reaching consequences. 


84. Chromoradiometer.—Holzknecht is the court expert for 
x-ray damage cases at Vienna. He has invented a means of 
exact dosage for «ray treatment. The principle is the same 
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as that used in determining the length of time required to 
print photographs to have them all of the same tone, by ex- 
posing at the same time to the sun a piece of the print paper 
alongside the negative. He found that chemically pure 
sodium sulphate and chlorid turn yellow on exposure to the 
x-rays when mixed, and take a deeper color, more of a lavender, 
if ‘they have previously been melted together. He therefore 
exposes a small amount of this combination of salts to the 
action of the 2-rays alongside the part to be treated with them. 
Inspection of the tint reached by the chemical is an absolutely 
reliable criterion of the intensity of the a-rays. Comparison 
of the tint, therefore, with the chromoradiometer shows the 
exact dosage of the rays. R. K. in the cut signifies the “Re- 
agens-Kiérper,” or testing agent, as it is being compared with 


the graduated standard tints on the scale. He affirms that the 
intensity of the reaction to the light is directly proportional 
to the amount of light absorbed. Also that there is no such 
thing as an idiosyncrasy on the part of the skin. The part to 
be treated is exposed to the rays until the little patch of the 
chemical exposed beside it has attained the desired tint to 
correspond with the standard on the scale calculated for the 
part of the body, age and other particulars. 
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A. Leave of absence 
Nod 1902, of the East. 
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Robt. M., first and asst.-su » 

wil on the expiration of his present leave a 
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to the commanding officer of that t for duty, and by letter to 
the ~ of the of the 

“has. major and surgeon, U. 8. Vols. 

of Paragraph 15, 8. O. pt. 
1902, ry General's Office, as directs henesabie discharge of 
Major Charles M. Drake, surgeon, U. 8. a to take effect Oct. 
10, 1902, revoked by the Secretary “To ~~ 


es. 
direction of 


~ an of certain matters at that 

pertaining to the of Army, under 

tructions as rom the surgeon- ral of 

rmy. On completion of this y-4 he will return to his proper 
station,” this city. 

. contract surgeon, U. 8. The leave granted: 

Aug. 5, 1902, Camp George H. 


him in 8 Orders No. 81, 
omas, is extended two days. 
Skinner, x . captain and asst.- 


rege H. U. 8. A. The 

leave of absence granted him in Special Orders 1 No. 141, Aug. 30, 
1902, of Dakota, is one mont 

Edw O., contract surgeon, U. 8. A., is ‘relieved from 

duty at Ft. Niobrara, Neb., and will proceed to his home at Salem. 

Va., and on arrival will report by ietter to the surgeon-general of 


the’ Army for annulment of contract. 
Sinks, ward D., and U. 8. Vols., now in 
San Francisco, Cal. Bayard, N. M., and t 


repor 
in person to the Bed of the U. 8. General Hospital 
at A. place for eaten ent. 
uthall, Edward A., captain and S. Vols., is. 
by y — 43 fl the Secretary of War, granted lea of absence for 
one month on surgeon's certificate of disability, with permission to 
Be for an n extension of — month. 
Randall C., contract surgeon, U. 8. t Pin neopets. 
is relieved A further duty in the Division” of ‘the ilip- 
a and will proceed to Ft. Screvin, Ga., reportin 


commanding general of the aoe of the t, relieving 


aptain Kieffer, on being thus Talieved, will proceed to Philadel 
la and assume the duties of attending surgeon and examiner of 
recruits in that ci 

ompson, Frank E., contract su U. is relieved from 

Niagar. a, N. Y., and wil to bie in 

l Ohio, and on  anetcal will report to the surgeon-general of the 
Army for” annulment of contract. 

Turnbull, Wilfred, first and asst. U 

from duty in the and on of the At. and 

n 


San al., a arrival will report 
telegraph to the adjutant general for orders 


lea 
<4 


L080 


A., is granted leave 


and su UL. 8. 
relieved from duty 
Ark., under 


Torney, George H., maj 
of absence for one month, to take effect on bei 
at the Army and Navy General Hospital, 
ahs 13 8. O. No. 231, Oct. 1, 1902, 
Wood, Halsey L., contract surgeon, U. 8. A., 
commanding officer, U. 8S. transport Warren, for duty as transport 


. Is relieved from 


the Army qqneimest of contract. 
Wells, Geo. M., captain and asst.-surgeon, U. 8. A.. is granted 

. months, to take effect on arrival of 

Major Marlborough C. Wyeth, = surgeon, U. 8. A., at Ft. Wadsworth, 


‘Church, First ao James R., A.. now on 
dut v. ngton 
wil person to the 


a 


Navy 


Changes in the Medical Corps of the Navy, for the week ending 
October 11: 
P. A. Seageen Cc. P. Bagg, ordered to the Naval Hospital, Mare 


2 Sas n E. M. Brown, detached from the Naval Hospi 
. and He nt to the Naval Museum of Hygiene 
Medical School, Washington, D. 

P. A. Surgeon KR. 8. having been found incapacitated 
for active service on ey of disability incident thereto, is placed 
on the retired list of the Navy. 

Surgeon F. B. Cordeiro, detached from the Constellation, and 
ordered to the Naval Lae ge Station, New R. 1. 

1. 


AS Hi. Bell ordered to the Yankton 
PA D. N. Carpenter, detached the /linois and 
to t Cc 
-Gargeen T. Lippitt, ordered to the Naval Hospital, New 


rgeon J. P. Traynor, detached from the Naval Hesetel, 
rdered to the Naval Museum of Hygiene and 


‘Washi Cc. 
A deeast, detached from the Yankton, and ordered 
home to wa t yr 
on F. M. Bogan, detached from the Machias, and or- 
dered to the Naval “a Washington, Db. c., 30. 
geon F. detached from the Naval Hospital, 
ton, D. C.. and ordered to the Naval Museum of llygiene 
and Medical School, Washington, D. C. 
Asst..Surgeon M. W. Baker, Mdetached from the Nava! Hospital, 
Norfolk, Va.. and ordered ALK. Naval Museum of Hygiene and 


Medical School, Washi Cc. 
Asst..Surgeon F. detached from the Naval 
Norfolk, Va., ant orde to the Naval Museum of Hygi 
Medical School, & 

Asst.-Surgeon R. O arcour, ordered to the Frank! 

Asst.-Surgeon H. E. Odell, ordered to the Naval eapital, Nor- 


folk, ve. 
Asst..- Ledbetter, detached from the Chicago and 
the 
Jen H. Shaw, and R. H. Michels, appointed act- 
ing assistant -su with the rank of li@itenant, from October 4. 
L. October 4. 


ellson, appointed an asst.-surgeon, 


Marine-Hospital Changes. 
Official list of the changes of station and duties of commissioned 
and non-commissioned officers of the Public Health and Marine 
Hospital Service for the seven days ended Oct. 9% 1c: 


Surgeon Fairfax Irwin, to proceed to Delaware Ereakwater. 
ware Lreakwater quarantine. and Reedy Island quarantine. 
ner of unserviceable property... 

rgeon H. R. Carter, detailed as a member of Revenue Cutter 
gernin —— board convened to meet at Baltimore. October 15. 
rgeon C. P. Wertenbaker, two days’ leave of absence 

under Paragraph 179 of the 

P. A. nJ.A.N detailed as a member of Rev venue 
convened to meet ai Baltimore, Octo. 


P. A. Su urgeon L. E. Cofer, detailed for special * 
we for two days, ‘ 
DD. for special temporary dut 


Dela- 
as in- 


Cutter setiving boa 
ber 15 


emporary duty in 
To proceed to Washington, 


sst. ‘Surgeon H. . Parker, rejoin station at Ilygienic Labor- 
atory, Washington, 
urgeon, BR. s. Warren, granted six days’ extension of leave 
of absence from October 1 
Asst.-Surgeon A. M. Stimson, to report to yy G. W. Stoner. 
we & Depot, New York, for temporary duty 
urgeon C. W. Bailey, granted leave of absen-e for 15 days 


tan 26. 
A. A. Surgeon 8. B. Foster, granted leave of absence for 17 days 
Surgeon B. W. Goldsborough, granted leave of absence for 
31 October 
Surgeon H. B. Hallett, granted leave of absencs for 5 days 
te 10 
A. Surgeon J. P. McCormac. granted leave of absence for 24 
days from September ber 23. 


THE PUBLIC SERVICE. 


Jour. A. M. A. 


A. A. Surgeon W. E. Rice, nted leave of absence for seven 
days from October 7 “" 


ae A. Surgeon J. C. Rodman, granted leave of absence for five 


or Pharmacist F. 8S. Goodman, on bei relieved by Junior 
Frank Siedenburg, to to Norfolk, Va., and re- 
port to medical officer in command for dut 


ty. 

a & Pharmacist J. V. LaGrange, on being relieved by Senior 

Pharmacist C. G. Carlton, to proceed to Boston, and report to the 
ical officer in command for duty ae assignment to quarters, 

relieving Senior Pharmacist H. BE. Dav 

Senior Pharmacist G. C. Allen, veltuves from duty at Norfolk, Va.. 
and directed to proce to New Orleans, and report to medica i 
officer in command for duty and assignment to quarters, relieving 
Junior Pharmacist Frank Stedenburg. 

Senior G. relieved from duty at Chicago. 
and directed to proceed to Cairo, IL. and report to medical officer 
in command duty assignment to quarters, relieving Senior 
Pharmacist J. V. LaGra 


son. 
on being relieved by Senior 
<a to ‘Chicago. and t to med. 
uty and assignment to quarters 


Junior Pharmacist Frank Siedenburg, on being relieved by Senior 
G. C. to ‘ford to Ke 
or a ass 
to med ignment to qua 


BOARDS CONVENED. 
Board convened at the Marine-Hospital office, San Francisce, 
6, 1902, for the cal examination of an neer of ~, Revenue 
Cutter Service. Detail for con W. G. Stimp- 
ucker, rder. 


son, chairman: Asst.-Su Cc 
Board convened at Baltimore, October 6, for the the physical examin. 
Service. il for » 


ation of of the Cutter 

Noa H. R. Carter, chairman; P. A. Surgeon J 
degger. 

, October 7, for the ph 


ical 

examination ‘a a intment as secon 
rd: istant 
Surgeon-Genera J. 


r. 
avened at Washington, D. C 

candidate for a 
Rk. C. S. Detail for the : 
eral Williams, chairman; Assistant 
Pettus, recorder. 


Health Reports. 

The following cases of smallpox, yellow fever, cholera and plague 
have been reported to the Surgeon-General, Public Health and 
Marine-Hespital Service, during the week ended Oct. 11, 1902: 

SMALLPOX-—UNITED STATES. 
orado: Denver, ~ 20-27, 3 cases. 
ms Oct. 4, 3 cases. 


Chi 
Kentucky : Covington 3. 11 cases. 
Maryland : Baltimore, Sept. 21 Oct. 4.1 th. 
Rive eal, Sept. 4, Boston, 10 cases, 3 deaths; Fal! 
er, 
Michigan : | Detroit, Sept. 27-Oct. 4, 18 yee 


Neb Omaha. t. 27-Oct. 
New eee: Sept. 27-Oct. 4, "Manchester, 2 cases; Nashua, 
cases. 


New Jersey: Hudson County, Sept. 28-Oct. 5, 1 case; Newark. 
. 27-Oct. 4, 7 2 deaths. 
ew York t. 27-Oct. 4, 1 
Ohio: Ashtabula, Sept. 27-Oct. 4, 1 case; Cleveland, 27- 
4. the ; . 1 case: Hamil- 
ton, Sept. 27-Oct. 4, 3 cases ; Ley Sept. 13-27, ‘15 cases, 3 deaths. 
Altoona. Sept. t. 4, 2 t. 27- 
McK 4. Rent. mt 20-Oct. 4, Phil adel 
a 
27-Oct. 4, 3 cases; Pittsburg, “dan 27-Oct. 4, 24 cases, . deaths ; 
Reading Sept. 22- cases. 
South Carolina: Charleston, t. 27-Oct. 4, 2 cases. 
Tennessee: Me emphis, t. 27- 4 


t. 21-28, 1 case; Milwaukee, Sept. 27- 
SMALLPOX—PFOREIGN. 


Wisconsin : Green Bay, 
Oct. 4, 8 cases. 


Austria: Prague, Aug. 30- t. 20, 5 cases. 
Rarbados dos : t. 1-15, ifr 11 deaths. 
Canada: Amherstburg. . 27-Oct. 1 case. 
Ecuador : Guayaquil, Sept. 6-13. 4 deaths. 


ureat Britain : pt. 13-20, Lo sr 4 cases, 3 deaths; New Cas 
tle-on-Tyne, 2 — Sunderland, 1 

- Bomba . Sept. 2-0, 3 deaths ; Madras, Aug. 30-Sept. 5, 2 

Italy: Palermo, Sept. 13-20, 5 cases, 1 death. 

Russia: Mosc ow, Aug. 31-Sept. 6. 1 case: Odessa, Sept. 6-20, 3 
cases, 1 death: Warsaw, Sept 6-30, 5 deaths 

Spain: Barcelona, Sept. 1-15, 2 ths. 

Straits Settlements: Singapore, Aug. 16-23, 3 deaths. 

Switzerland : Geneva, Sept. 6-13, 1 case. 


YELLOW FEVER. 

Colombia : Panama, Sept. 22-29, 4 cases, 2 deat hs. 

Mexico: Coatzacoalcos, Sept. 20-27, 4 cases; Vera Cruz, Sept. 20- 
ret. 4, 25 cases, 14 


Al dria, A gs ew 

t r 

Indl; om wt Sept: 1 
Japan: Nagasaki, 


cases, 469 dea 
Calcutta, Aug. 31 6, 15 


t 
‘Sept. 10, 46 cases, 32 deaths. 
PLAGUE——UNITED STATES. 


California: San Prenetoes, Sept. 23. 2 cases, 2 deaths-—1 case 
from Oakland ; Sept. cases, 2 deaths. 


16 ug. 2 10, 10 cases, deaths. 

: Smyrna, Oct. 4, 


surgeon. 
Walker, Wm. H., contract surgeon, U. 8 \ 
duty at Camp Thomas, Ga.. and will proceed to his home at Men. 
to relieve First Lieut. Albert E. Truby, asst..surgeon, U. 8. nior Pharmacist H. E. Davis, on being reliev 
on thus will proceed to macist J. V. LaGrange, to proceed to Louisville Ky wand fepert 
ngton Barracks, D nd report in person to the commanding’ to medical officer in command for duty and 7 
officer of the U. 8. se pica at that post for duty relieving Junior Pharmacist . y assignment to quarters. 
Gorgas, Major Wm. C., surgeon, U. 8. A., having reported to the Junior Pharmacist C. W. 
surgeon-general of the Army in compliance with Faregram 26, Pharmacist H. EF. Davis, to 
Special Orders No, 207, Sept. 3, 1902, Adjutant-Gieneral’s Office, Is 
assigned to temporary duty in this city for the purpose of com- 
pleting his report of sanitary work in Cuba, to date from Oct. 3, 
wer. 
home, when his resignation will be accepted, voluntarily tendered. ————— 
PY. A. Surgeon M. H. Bucher, detached from the Panther and 


